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ELATIVELY little has been written about 
bronchoscopy in tuberculosis, though it is 
generally recognized that bronchoscopy is indi- 
cated in bronchial obstruction, whether due to 
tuberculosis or other pathologic lesions. Jackson" 
mentions complete bronchial occlusion by cheesy 
pus and debris from a tuberculous peribronchial 
node that had eroded through the bronchus. Clerf* 
believes that bronchoscopy is indicated in tuber- 
culosis when unexplained symptoms such as wheez- 
ing or dyspnea occur. In cases where tuberculosis 
was unsuspected he established a positive diagnosis 
of pulmonary tuberculosis by bronchoscopy. Eloes- 
ser’ has found bronchial stenosis to be frequently 
due to various tuberculous processes, and has made 
many bronchoscopic examinations in tuberculosis 
without ill effect. Myerson* reports a series of 
60 cases of pulmonary tuberculosis where bron- 
choscopy was performed, and says that “in not a 
single instance was there an exacerbation of the 
disease or a spread to a new area of the lung 
following bronchoscopy.” Ballon’ has performed 
bronchoscopy because of the development of 
asthmatic symptoms in known cases of pulmonary 
tuberculosis; improvement has resulted from dilata- 
tion of stenosis and removal of granulation tissue. 
Samson® in a recent discussion of tuberculous 
tracheobronchitis states: “Bronchoscopically four 
types of lesions are distinguishable, two or more 
of which may co-exist in the same patient.” These 
four types are the non-ulcerative and non-stenotic, 
the hyperplastic, the ulcerative and the stenotic. 
With regard to the pathogenesis of tuberculous 
stenosis of the bronchus following thoracoplasty, 
it seems probable that some degree of tuberculous 
tracheobronchitis exists before thoracoplasty is un- 
dertaken, and that the collapse of the lung, with 
possible kinking and compression of the bronchi, 
results in an approximation of the bronchial sur- 


*From the Massachusetts General Hospital, Boston. 
tAssistant in surgery, Harvard Medical School; assistant surgeon, Mass- 
achusetts General Hospital. 
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faces, local spread of the tuberculous process, ulcer- 
ation and stenosis. Samson* and his co-workers 
believe that the ulcerative type of tracheobronchial 
tuberculosis is more active and virulent than the 
non-ulcerative, and state that “because of the ob- 
viously poor prognosis we do not now recommend 
any type of collapse therapy for patients with ul- 
cerative tracheobronchial lesions unless subsequent 
bronchoscopic examinations demonstrate a tendency 
for the ulcers to heal without the formation of an 
important stenosis.” They believe that collapse ther- 
apy is not a responsible etiologic agent. It seems to 
me that we must postulate a pre-existing tracheo- 
bronchial tuberculosis which may well have been 
activated by the collapse procedure. The im- 
portance of bronchoscopy before collapse therapy 
is undertaken is therefore self-evident in any case 
where there is a suspicion of tracheobronchial 
tuberculosis. 

Three cases of bronchial stenosis following thora- 
coplasty for tuberculosis, reported below, have re- 
cently come under my care for bronchoscopic ex- 
amination and treatment. Unfortunately none of 
the patients had had a preoperative diagnostic bron- 
choscopy, because the thoracoplasties were per- 
formed before the importance of this preliminary 
procedure had become recognized. 


CASE REPORTS 


Case 1. E. H. (U No. 85643), a 40-year-old, married, 
American housewife, entered the Massachusetts General 
Hospital for bronchoscopy on October 22, 1936. She gave 
an 8-year history of pulmonary tuberculosis involving 
the entire right upper lobe, treated at Rutland State Sana- 
torium and Mattapan Sanatorium with pneumothorax. A 
right phrenicectomy was done in 1933. First-, second- and 
third-stage thoracoplasties were done in 1934, following 
which the patient was discharged home on bed rest, but 
had intermittent episodes of fever, cough and raising of 
sputum. On October 4, 1935, x-ray examination of the 
chest with Lipiodol showed normal filling of the left 
bronchial tree. The right main bronchus showed a cone- 
shaped stenosis (Fig. 1) starting about 1 cm. beyond the 
bifurcation. From October, 1935, to October, 1936, the 
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patient continued bed rest at home, having repeated at- 
tacks of fever, ranging up to 103°F., with severe cough 
and a moderate amount of sputum, which was, however, 
negative for tubercle bacilli. 

Because of the x-ray picture of stenosis and the re- 
peated attacks of cough and fever, bronchoscopy was ad- 
vised and was performed on October 22, 1936. About 
cm. below the carina the right main bronchus was com- 


Case 1. 


X-ray film after Lipiodol injection, demonstrating 
a cone-shaped area above complete stenosis of right 
main bronchus. 


Ficure 1. 


pletely occluded except for a circular opening about 2 mm. 
in diameter. There was no evidence of inflammation in 
this region and no secretion. A very small (No. 8) soft- 
rubber esophageal bougie was introduced into this open- 
ing, and seemed to meet complete obstruction when ad- 
vanced about 3 cm. Larger bougies up to No. 11 were 
introduced and the sinus tract was gently dilated. It was 
found that bougies could be introduced farther and farther, 
and finally a small one apparently went in about 6 cm. 
to a definite cavity, from which a considerable amount of 
mucopurulent material was aspirated. Following bron- 
choscopy the patient felt much better and had much less 
coughing. On November 5, 1936, bronchoscopy was re- 
peated. The sinus was found to be wider open than be- 
fore, and soft bougies up to No. 14 were passed through 
to the cavity without difficulty. Two weeks later bron- 
choscopic dilatation was again done and the secretion was 
aspirated into a collector. The stained smear was negative 
for tubercle bacilli. The same material was injected into 
a guinea pig, which was also reported negative for tu- 
berculosis. On December 17, 1936, bronchoscopic dilata- 
tion was repeated and bougies up to No. 16 passed easily 
through the sinus into the cavity. Smears and guinea pig 
injection were again negative. Following these bron- 
choscopic treatments x-ray examination with Lipiodol 
showed the fistulous tract to fill beyond the stenosis 
(Fig. 2). For 10 months the patient had no further at- 
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tacks of fever, cough or abnormal amounts of sputum 
suggesting bronchial obstruction. She gained weight and 
strength, was up and about and felt like a different in- 
dividual. 

Bronchoscopy on October 14, 1937, showed the sinus to be 
closed again at its lower end. In view of the great clinical 
improvement it was assumed that the cavity had fibrosed 
and no attempt was made to reopen it. Six months later, 
however, several more attacks of bronchial obstruction oc. 
curred, necessitating bronchoscopy on September 29, 1938, 
at which time the stenosis was again dilated and a consid 
erable amount of thick secretion was aspirated from the 
bronchus beyond: the stenosis. Following this procedure 
the patient was greatly relieved and has had no further at. 
tacks. We believe that bronchoscopy should be repeated 
in this case about every 3 months in order to prevent 
recurrent stenosis. 


Case 2. E. J. B. (U No. 9232), a 22-year-old, single 
woman, entered the Massachusetts General Hospital for 
bronchoscopy on October 22, 1936. She gave a 5-year his- 
tory of pulmonary tuberculosis, with positive sputum, in- 
volving only the right apex, and treated at Rutland State 
Sanatorium. A right phrenicectomy was done in 1932. A 
right upper thoracoplasty was done in 1934. Six to 8 weeks 
following thoracoplasty the patient developed coughing 


Case 1. 

X-ray film after Liptodol injection and after broncho- 
scopic treatment, showing dilatation of sinus tract and 
the formation of a small cavity. 


Ficure 2. 


spells, raising daily about 200 cc. of rather thick, foul 
sputum. Similar coughing attacks recurred about every 4 
months. She was obliged to restrict her activities very 
markedly. X-ray examination (Fig. 3) on September 16, 
1936, showed an area of density at the right apex con- 
sistent with collapse of the right upper lobe due to oc- 
clusion of the bronchus. Lipiodol injection (Fig. 4) con- 
firmed this, showing the right upper lobe bronchus to be 
completely obstructed. 

Because ot the coughing attacks and x-ray findings, 
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bronchoscopy was performed on October 22, 1936, and 
showed the right upper lobe orifice to be reddened 
and edematous. By means of the Henning esophagoscope, 
which permits right-angle vision into an upper lobe bron- 
chus,’ a stenosis of the bronchus was demonstrable. This 
was dilated with esophageal bougies, Nos. 11 to 18, which 
entered the upper lobe bronchus for about 5 cm. There 
was very little secretion. Bronchoscopy was repeated on 
November 18, 1936, and on December 10, 1936, the right 
upper lobe bronchus being dilated each time. Following 
these treatments there was less sputum than formerly and 
it was more easily raised. X-ray examination (Fig. 5) in 
March, 1937, showed much better aeration at the right 
apex. Sputum examination was negative for tubercle 
bacilli. The patient was last seen in June, 1938, a year 
and a half after the last bronchoscopic treatment; she was 
feeling very well and had had no further attacks of cough, 
fever or abnormal amounts of sputum. She had been at- 
tending art school for the past 9 months. 


Case 3. F. E. F. (U No. 3581), a 36-year-old single 
woman, entered the Massachusetts General Hospital for 
bronchoscopy on October 29, 1936. She gave a 14-year 
history of pulmonary tuberculosis, with positive sputum, 
involving the entire right lung, and treated at the Rutland 


Ficurt 3. Case 2. 
X-ray film of chest, showing density of right apex 
due to collapse of the right upper lobe. 


State Sanatorium. A right phrenicectomy was done in 
1930. In 1931 a two-stage complete right thoracoplasty 
was done, followed 2 years later by an anterolateral thora- 
coplasty. Three years later (April, 1936) she began hav- 
ing recurrent colds with fever every 2 weeks, which com- 
pletely incapacitated her for work. Because of these re- 
peated attacks it was suspected that there was intermittent 
bronchial obstruction, and bronchoscopy was recommend- 
ed and was performed October 29, 1936. The right upper 
lobe orifice was found reddened and narrowed. Soft rub- 
ber esophageal dilators were passed into the right upper 
lobe bronchus for about 3 cm., and a small amount of 
thick secretion was aspirated. For 4 weeks following 
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bronchoscopy the patient had no signs of obstruction and 
no colds, and was able to raise sputum more easily. About 
December 1, however, she had another cold, which was 
less severe than formerly. Bronchoscopy was repeated on 
December 17, at which time there was observed a small, 
whitish plaque of fibrin near the right upper lobe orifice 
toward the anterior inferior aspect. A small amount of 
white secretion was collected from this region, which on 
smear was reported negative for tubercle bacilli. Some of 
this secretion was injected into a guinea pig, which was 
reported negative for tuberculosis. The trachea in the 


Figure 4. Case 2. 
X-ray film after Lipiodol injection, showing complete 
obstruction of the right upper lobe bronchus. 


region of the upper lobe orifice and above it was somewhat 
reddened and granular. By means of the Henning right- 
angle vision esophagoscope, introduced through the bron 
choscope, a view of the right upper lobe bronchus was 
obtained, which showed it to be reddened and so nar- 
rowed that its bifurcation could not be seen. Esophageal 
dilators Nos. 8, 10, 14 and 16, were passed into this bron- 
chus. There was very little secretion. Bronchoscopy was 
repeated in May, 1937. Following bronchoscopy the pa- 
tient raised sputum much more easily, and had only two 
colds over a period of 1 year. She showed marked im- 
provement in strength and was able to return to light 
work. Three months later, however (September, 1938), 
it was necessary to repeat the bronchoscopic treatment be- 
cause of pain in the right manubrial region and difficulty 
in raising sputum. Bronchoscopy should be repeated in 
this case about every 3 months, 
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DISCUSSION 


It should not be inferred from the good results 
obtained in these 3 patients that we believe the 
treatment of tracheobronchial tuberculosis to be 
always an easy matter. Although there will be 
some failures, we certainly cannot agree with 
Myerson* that successful dilatation of tuberculous 


Ficure 5. Case 2. 


X-ray film after bronchoscopic treatment, showing 


relatively good acration of the right upper lobe. 


stenosis is impossible. That such an attitude is 
unduly pessimistic has been shown by the results 
in the cases cited above. Samson® is quite opti- 
mistic in this regard, stating that “localized stenoses 
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of the stem bronchi can be successfully and _re- 
peatedly dilated bronchoscopically” and that “there 
is often complete remission from wheezing and 
rhonchi, and from fever due to retained sputum.” 
Samson’s opinion is thus in line with our own ex- 
perience. It should be emphasized that repeated 
bronchoscopic dilatation may be necessary to se- 
cure and maintain an adequate lumen through the 
area of stenosis. In certain cases, however, as in 
Case 2, two bronchoscopic treatments have appar- 
ently been sufficient. The general rehabilitation 
of these patients, together with the relief of symp- 
toms, has been noteworthy. 


SUMMARY 


Three cases of the stenotic type of tuberculous 
bronchitis following thoracoplasty are reported. 
Marked benefit was noted in all 3 cases after bron- 
choscopic dilatation. In no case did the bron- 
choscopy reactivate the tuberculosis. 

The importance of performing diagnostic bron- 
choscopy before the institution of collapse therapy 
is emphasized. 
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ARACHNODACTYLY — HARRISON AND KLAINER 


ARACHNODACTYLY: ITS OCCURRENCE IN SEVERAL 
MEMBERS OF ONE FAMILY* 
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RACHNODACTYLY or Marfan’s syn- 

drome was first described by Marfan in 1896." 
Since that time there have been numerous refer- 
ences to this disease in European literature, and 
over 100 cases have been described.2~? In America, 
however, the syndrome was first reported by Piper 
and Irvine-Jones in 1926, and up to this year we 
have found only 8 such cases completely described 
in the American literature." During the current 
year 10 additional cases have been reported.'* '* 
We are not including in our figures the several 
cases reported by ophthalmologists,’*:*® who de- 
vote almost their entire description to the ocular 
abnormalities. 

The syndrome embodies a group of develop- 
mental defects affecting chiefly the tissues of meso- 
dermal origin, such as the bones, ligaments, ten- 
dons, muscles, fat and heart. The major charac- 
teristics of the disease are (1) long slender fingers 
and toes, with a tendency toward claw hands and 
feet (this first called Marfan’s attention to the con- 
dition and has given rise to its generally accepted 
name); (2) underdevelopment of the musculature, 
with decrease in subcutaneous fat, relaxation of the 
ligaments and elongation of the tendons; (3) de- 
fects in the bony system giving rise to kyphosis, 
scoliosis, deformities of the sternum and asym- 
metry of the thorax; (4) congenital abnormalities 
of the heart; (5) highly arched palate with poor de- 
velopment of the teeth; (6) deformities of the ear 
lobes; and (7) ocular abnormalities, especially dis- 
location of the lens with a tendency toward irido- 
donesis and high myopia. In addition, the pupillary 
reflexes tend to be sluggish, the pupils react poorly 
to mydriatics and there is deep physiologic cup- 
ping of the disks. It is rare to find a case showing 
all these abnormalities, but several of them are 
usually present. 


The etiology of the condition is unknown. 
Various authors*:* have mentioned endocrine dis- 
orders, mongolism, defects in the development of 
the neural tube, defects in the germ plasm, and 
so forth. The consensus is that the disease is 
hereditary and familial, and develops in intra- 
uterine life. The purpose of this paper is to re- 
port a typical case of arachnodactyly showing prac- 


*From the Haynes Memorial and Massachusetts Memorial hospitals. 
tVolunteer, Outpatient Department, Massachusetts Memorial Hospitals; 
formerly, house officer, Massachusetts Memorial Hospitals, Boston. 


tResearch fellow, Harvard Medical School; formerly, house officer, Mass- 
achusetts Memorial Hospitals. 


tically all the deformities, and to mention several 
other members of the same family showing sim- 
ilar defects, thus bringing out the hereditary and 
familial aspects of the disease. 


CASE REPORT 


A 6-year-old girl (Case 30380) was admitted to the 
Haynes Memorial Hospital in October, 1938, with a mild 
scarlet fever, from which she recovered without compli- 
cations. 

At birth, this patient, the last of twelve pregnancies, was 
a “blue baby” and markedly edematous. At the age of 1 


Figure 1. Photograph of the Patient. 


This view shows the pigeon breast, the dorsal scolio- 
kyphosis and the long, thin extremities. 


month contracture of the fingers was noted. At 6 months 
the presence of a heart murmur, a pigeon breast and dorso- 
lumbar scoliosis was detected. During infancy the child 
had measles, German measles and whooping cough, and 
at the age of 4 a severe case of bronchopneumonia. She 
had always been underdeveloped and delicate, and be- 
cause of her deformities had attended an outpatient clinic, 
where along with orthopedic measures she was given a 
high-vitamin diet for rickets. 

Physical examination disclosed a poorly developed and 
nourished child, intelligent and co-operative, with sunken 
eyes, marked skeletal deformities, long limbs and long, 
slender fingers with claw hands. She was 44% inches 
tall but weighed only 33 pounds. The skull was dolicho- 
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cephalic, with prominent frontal bosses. The hair was 
blond, straight, coarse and abundant. The pupils react- 
ed sluggishly to light but reacted well to mydriatics, and 
the eyes were normal in all other respects with the ex- 
ception of deep physiologic cupping of the disks. The ex- 
ternal ears were prominent and the superior aspect of 
each helix was thin, with rudimentary convolutions. The 
palate was highly arched, and the teeth were irregular, 
uneven and poorly developed. There was a marked 
pigeon breast (Fig. 1), with asymmetry of the sternum, 
and a marked left scoliokyphosis of the thoracic spine. The 
heart was not enlarged, the rate and rhythm were normal 
and there were no signs of cardiac insufficiency. How- 
ever, there was a prominent thrill in the 3rd left inter- 
costal space, with a harsh, rumbling, prolonged murmur 
pervading all of systole and part of diastole, and trans- 
mitted all over the precordium. The lungs and abdomen 
were negative except for a tendency to a “pot belly.” The 
limbs were particularly interesting. The bones were 
elongated but thin. There was practically no subcuta- 
neous fat and the musculature was very poorly developed. 
The fingers and toes were long and slender (Fig. 2), 
with prominent clubbing and cyanosis of the nails. The 


Ficure 2. Plantar Surface of the Feet. 


Note the marked elongation, with narrowing of the 
arch, 


fingers were held flexed in the shape of a claw and could 
not be completely extended. There was a suggestion of 
acrocyanosis. No muscular palsies and no abnormal neuro- 
logic signs were present. 

The blood count and urinalysis were normal. A 1:1000 
tuberculin test was negative. Wassermann, Kahn and 
Hinton tests were negative. X-ray films showed thinning 
and elongation of the long bones, metacarpals, meta- 
tarsals and phalanges (Fig. 3). The spine showed hemi- 
vertebrae in the lower thoracic region, while the skull 
was essentially negative. 

Both the maternal and paternal grandparents were 
normal and died of natural causes at an elderly age. The 
father was found to be normal in all respects. The mother, 
however, the youngest of eight children, presented the 
same anomalies of her hands and feet as did the patient: 
the fingers and toes were long and siender and were con- 
tracted in claw fashion. Her feet were so long that in 
spite of the contractures of the toes she was forced to 
wear a size-8'4 shoe. She stated that she had always had 
a heart murmur. Furthermore, before her marriage she 
was very thin and undernourished, weighing only 85 
pounds. Her second youngest child, an 8-year-old boy, 
also had the characteristic hands and feet of arachno- 
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dactyly. The mother’s oldest brother had long fingers 
with large hands and feet and a dorsal scoliokyphosis, and 
one niece had long fingers and toes, a pigeon breast and 


A 


Ficure 3. X-ray of Left Hand. 
The elongation and thinning of the metacarpals and 
phalanges and the tendency toward a claw hand are 
clearly shown. 


a marked relaxation of ligaments, allowing her to perform 
acrobatic feats. 

Thus, in the family there are no less than 5 cases 
of varying degrees of arachnodactyly. From the family 
tree, traced in Figure 4, it is obvious that the maldevelop- 
ment in this particular family was inherited from the 


Ficure 4. Family Tree. 


The blackened circles represent individuals with 
arachnodactyly. 


mother by both male and female children. Furthermore, 
this tendency toward mesodermal abnormalities seems to 
be a recessive Mendelian characteristic, which can skip one 
generation only to appear in the second. 
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DISCUSSION 


The scarcity of reports of Marfan’s syndrome 
or arachnodactyly in American literature shows 
how rare this disease must be. It is perhaps better 
known to the ophthalmologist because of the high 
percentage of ocular abnormalities. The disease, 
however, presents features which are of interest to 
the internist, pediatrician and orthopedist. Al- 
though in many cases the various anomalies can 
be detected at birth, very often they are first picked 
up during the course of some intercurrent disease. 
The lack of subcutaneous fat, poor muscular de- 
velopment, large skull and asymmetric thorax all 
suggest a feeding problem or a vitamin-deficiency 
disease and mask the true condition. The deformi- 
ties of the spine and sternum predispose patients to 
respiratory infections and pulmonary disorders,” 
and the general lack of resistance makes them sub- 
ject to rheumatic As a result, 
these cases show a high infant mortality and a 
high morbidity for respiratory diseases, with pneu- 
monia as the commonest cause of death. How- 
ever, the disease in no way interferes with fer- 
tility, and in many cases the life span is not materi- 
ally affected. 

In the case just reported, the patient and her 
family lend support to the theory of the hereditary 
and congenital character of this condition. In 
addition, the presence of hemivertebrae in the 
lower thoracic spine suggests still another theory 
as to the etiology, recently advanced by Passow,’® 
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who maintains that this is a hereditary neurologic 
disease, with faulty closure of the neural tube, 
leading to a low-grade, non-progressive syringo- 
myelia. 

SUMMARY 


There is presented a typical case of Marfan’s 
syndrome or arachnodactyly embodying all the ab- 
normalities of the disease except the major ocular 
defects. Evidence of the hereditary and congenital 
character of this condition is supplied. 
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THE DETERMINATION OF SERUM PHOSPHATASE AND 
ITS CLINICAL SIGNIFICANCE* 


Joseru M. Looney, M.D.+ 


WORCESTER, MASSACHUSETTS 


HE determination of serum phosphatase is 

one of the more recent laboratory procedures 
which merits the serious consideration of the clin- 
ician. Despite the fact that the test yields valu- 
able information for the pediatrician, the ortho- 
pedic surgeon, the internist and even the obstetri- 
cian, it has been adopted in relatively few general 
hospitals. This paper presents a brief report of 
the method and values obtained in various con- 
ditions. 

Phosphatase is an enzyme which is able to hy- 
drolyze primary phosphoric acid esters very rap- 
idly at body temperature and has an optimum 
activity at pH 8.6. The enzyme is found in the 


*Presented at a meeting of the Worcester County Medical Society at 
Rutland State Sanatorium, October 12, 1938. 

*Director of laboratories (Memorial Foundation for Neuro-Endocrine Re- 
search), Worcester State Hospital. 


blood and bile, and also in various tissues such as 
intestinal mucosa, liver, kidney and ossifying car- 
tilage. The enzyme plays an important role in 
the metabolism of carbohydrate, where it acts in 
the presence of magnesium in the phosphorylation 
and hydrolysis of hexose phosphates and glycero- 
phosphates. 

The results of the determination are usually 
expressed in units either according to the method 
of Kay’* or that of Bodansky.*:* The unit of 
Kay is given as the amount of phosphatase in 1 cc. 
of serum that will liberate 1 mg. of phosphorus 
from sodium £-glycerophosphate at a pH of 7.6 in 
forty-eight hours at a temperature of 38°C. Ac- 
cording to this method serum from a normal adult 
contains 0.10 to 0.21 unit, while children have a 
higher value, 0.17 to 0.34 unit. The method of 
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Bodansky is more widely used in this country and 
gives for a unit the amount of phosphatase in 
100 cc. of serum that will liberate 1 mg. of phos- 
phorus from sodium {-glycerophosphate at a pH 
of 8.9 in one hour at 37°C. when no more than 
10 per cent of the substrate has been used up. 
The values obtained by Bodansky’s method are 
higher than those of Kay, the normal adult hav- 
ing 3 to 5 units and the growing child 5 to 12 
units. 

The method of Bodansky consists of incubating 
1 cc. of serum with 10 cc. of a solution containing 
0.5 per cent of sodium £-glycerophosphate and 0.42 
per cent of monosodium diethyl barbiturate 
(Merck’s barbital sodium) at 37°C. for one hour. 
The mixture is then removed and immediately 
cooled in ice water, and 9 cc. of 10 per cent tri- 
chloracetic acid is added. The precipitated pro- 
teins are filtered off and the total inorganic phos- 
phorus determined in 5 cc. of the filtrate, or in an 
aliquot made up to 5 cc. with water, by adding 
4 cc. of 1.87 per cent sodium molybdate in 10 N 
sulfuric acid and 1 cc. of freshly prepared 0.3 per 
cent stannous chloride. The blue solution thus 
obtained is compared in a colorimeter with a 
potassium acid phosphate standard containing 0.02 
mg. of phosphorus which has been similarly treat- 
ed. For more detailed information and the pre- 
cautions to be observed, the original papers of 
Bodansky** should be consulted. 

High concentrations of phosphatase are found 
in ossifying cartilage, while only traces are found 
in non-ossifying cartilage. This has been shown 
to be due to the phosphatase content of the osteo- 
blastic cells, and the amount of phosphatase is 
roughly proportional to the bone-forming activity. 
The phosphatase of the intestinal mucosa is con- 
cerned with the splitting of phosphoric esters 
preparatory to their absorption; that in the kidney 
is concerned with elimination. In bone formation 
it is thought that the enzyme acts to form locally 
a high concentration of phosphate by splitting of 
glycerophosphate, and thus causes precipitation of 
calcium phosphate. 

In healing fractures, Bodansky and Jaffe’ re- 
ported a slight increase of phosphatase in 4 of 13 
adults. Botterell and King® made determinations 
of the phosphatase content of the callus and blood 
serum of rabbits that had sustained experimental 
fractures of the radii. They found that there 
was an increase in the phosphatase of the callus 
amounting to from three to six times that of the 
normal bone from the other leg. No increase was 
noted in the phosphatase content of the serum of 
the rabbits following fractures of one or both 
radii. Similar results were obtained by Wilkins 
and Regen,’ who found an increase of phosphatase 
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at the site of the injury, which reached a maxi- 
mum about the twenty-second day and then de- 
clined. The evidence would therefore indicate that 
no significant change in serum levels of phosphatase 
occurs during the healing of fractures. 

In the table the values for serum phosphatase 
found in various clinical entities are recorded, to- 
gether with the levels of calcium and phosphorus 
usually associated with them. 


Serum Phosphatase, Phosphorus and Calcium in Normal 
and Pathologic Conditions. 


SERUM SERUM SERUM 
DIAGNOSIS PHOS- PHOS- CALCIUM 
PHATASE PHORUS 


Bodansky mg. % 


units 


Normal children 
Normal adults 
Osteitis deformans 
Osteitis fibrosa cystica. 
Osteomalacia 
Acromegaly 
Osteogenic sarcoma: 
Osteoplastic type ... 
Osteolytic type . 
Bone cancer, primary or metastatic 


and chronic osteitis 
Rickets 
Hypernephroma of kidney.......... 
Advanced tuberculosis 
Tuberculosis with extensive fibrosis 
Pregnancy 


In conditions affecting bone, the highest values 
are obtained when there is marked bone activity, 
either in the formation of new bone or the de- 
struction of old bone. Thus we find that in osteitis 
deformans (Paget’s disease), hyperparathyroidism 
(osteitis fibrosa cystica) and rickets the phosphatase 
levels may be increased ten to twenty times above 
the normal values. However, in osteitis deformans 
the calcium and phosphorus values are normal, 
while in hyperparathyroidism the calcium is ele- 
vated and the phosphorus is low, and in rickets 
both calcium and phosphorus are low. The se- 
verity of the condition in all three diseases is indi- 
cated by the extent to which the serum _phos- 
phatase is elevated. 

In rickets the level of the serum phosphatase 
gives the most reliable single index for evaluating 
early and doubtful cases. Barnes and Carpenter* 
found that while only 26.7 per cent of 187 cases 
clinically diagnosed as rickets were detected by 
x-ray and only 19.8 per cent by low phosphorus 
values, 65.8 per cent had serum phosphatase values 
above 12.5 units, which is taken as the upper limit 
of normality. On giving 800 Steenbock units of 
vitamin D daily they found an average drop in 
phosphatase from 58.3 to 12.7 units in three months. 
It has been shown that initially high values of 
phosphatase in active rickets begin to drop imme- 


% 
5-12 4-H 10-11 
3-4 344 10 
20-100 4 10 
20-80 2-3 13-18 
8-15 3 9 
8-15 4 10 
8-13 4 10-11 ° 
4-5 4 10 
8-25 4 10 
Myeloma 3-5 4 13-15 
‘ Bone infection: senile osteoporosis 
3-5 jt 10 
15-40 24 8 
8-50 4 
18-25 4-8 10-11 
2-3 4 10 
4-6 4 10 
6-23 3 10-12 
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diately on the giving of adequate vitamin D 
therapy, but that the values remain somewhat 
elevated so long as healing is taking place, and 
become normal only when the condition is com- 
pletely cured. 

In hyperparathyroidism, the elevated values drop 
to normal after successful operation. Failure of 
the serum phosphatase to return to normal after 
operation is therefore an indication that some 
hyperfunctioning parathyroid tissue has escaped 
removal. The determination thus becomes a val- 
uable aid to the surgeon. 

In primary or metastatic bone cancer the values 
are usually increased two to five times, up to from 8 
to 25 Bodansky units. Bodansky and Jaffe* found 
their highest value of 45.5 units in an osteoplastic 
type of metastatic bone tumor arising from a car- 
cinoma of the prostate. The osteogenic sarcomas 
give rise to increased phosphatase values if of 
the osteoblastic type (Woodard, Twombly and 
Coley"), but not in the osteolytic type. Normal or 
but slightly elevated values are obtained in chon- 
drosarcoma, giant-cell tumor and multiple myel- 
oma. In the last condition high values for serum 
calcium and serum protein are frequently found, 
while the phosphorus values are normal. Slight 
elevations in the phosphatase levels, up to from 8 
to 15 Bodansky units, are found in syphilitic 
periostitis, osteomalacia and acromegaly. The cal- 
cium and phosphorus values are normal in all these 
conditions except osteomalacia, in which there is a 
tendency for both substances to be slightly de- 
creased, 

The phosphatase values are normal in bone in- 
fections, senile osteoporosis, osteogenesis imper- 
fecta and chronic osteitis. 

In jaundice the blood serum values are high; 
this has been shown by Thannhauser and _ his 
associates*® to be due to an activation of the phos- 
phatase present in the serum by some co-factor 
present in bile. The test has been proposed 
by Roberts’* as a means of distinguishing be- 
tween obstructive jaundice and hepatocellular 
jaundice. Its value has béen denied by Greene, 
Shattuck and Kaplowitz’® and by Cantarow and 
Nelson.’* On the other hand, Rothman, Meranze 
and Meranze™ think that it is of distinct value 
since the serum phosphatase levels increase in pro- 
portion to the bilirubin content in obstructive jaun- 
dice but not in other conditions. A similar view 
is held by Flood, Gutman and Gutman,’® who 
state that obstructive jaundice cannot be present if 
the serum phosphatase is low. It would appear, 
therefore, that although the procedure does not 
give a clear-cut differentiation when the values are 
moderately increased, one can expect that jaundice 
in the presence of low values rules out the pos- 
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sibility of obstruction and that extremely high 
values favor this diagnosis. 

In pulmonary tuberculosis with extensive fibro- 
sis and calcification the values may be elevated 
about 50 per cent above normal. In advanced 
pulmonary tuberculosis and extensive miliary tu- 
berculosis, on the contrary, low values may occur. 
A fall in phosphatase values during the course 
of the disease indicates a grave prognosis, while 
an elevation is regarded as a favorable sign. An 
elevation in serum phosphatase has been reported 
by Meranze, Meranze and Rothman” to take place 
after the sixth month of pregnancy. They state 
that this increase coincides with the period of 
marked ossification in the fetus. A failure of the 
phosphatase to become elevated might therefore be 
expected in conditions where the bony develop- 
ment of the fetus was interfered with. No evi- 
dence substantiating this view has as yet been pro- 
duced. 

The test is also of value to physicians who serve 
on local boards of health, as a means of detecting 
the inadequate or improper pasteurization of milk. 
The enzyme which is present in the mammary 
gland is excreted in the milk, and is active when 
the milk is raw. During proper pasteurization 
the phosphatase is inactivated. If raw milk is 
added to a solution of sodium phenyl phosphate in 
a borate sodium hydroxide buffer and incubated 
for one hour at 37°C. there will be a liberation of 
phenol, which can be detected by the color pro- 
duced on the addition of 2, 6-dibromoquinone- 
chloroamide. If proper pasteurization has been 
carried out the test is negative. If as little as 0.1 
per cent of raw milk is added to the pasteurized 
milk, sufficient hydrolysis of the phenyl phosphate 
occurs to give a positive test. This amount of 
enzyme will escape inactivation if the tempera- 
ture has been held only 1°F. below the required 
one of 143°F., or if the time of holding at the 
proper temperature has been shortened by five 
minutes. 

A wider use of this test in clinical laboratories 
seems to be indicated. 


SUMMARY 


The results of serum phosphatase determinations 
in various clinical conditions are discussed. The 
test is a valuable adjunct to diagnosis and prog- 
nosis in various bone conditions, especially rickets, 
Paget’s disease and osteitis fibrosa cystica. In in- 
ternal medicine its use in the study of jaundice 
seems indicated. 
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PULMONARY MONILIASIS* 
Joun J. Decker, M.D.t+ 


BOSTON 


RONCHOMONILIASIS may occur alone or 

in association with tuberculosis or other 
chronic pulmonary disease. The causative agent, 
a monilia, is a fungus widely distributed in na- 
ture, usually in the saprophytic form. It is present 
on dead leaves and decomposed wood, and in 
man and animals is often found on the skin and 
mucous membranes. Under certain conditions its 
role may change from the saprophytic to the para- 
sitic form, and it then produces cutaneous, bone, 
visceral, mucous membrane or pulmonary lesions. 
In 6 of 178 consecutive cases of pulmonary infec- 
tions Keiper’ isolated moniliae in the sputum, 
and this organism was proved to be the cause of 
the infection in each case; on the other hand 
moniliae were found in only 3 throat cultures 
from 100 normal individuals, none of whom had 
signs or symptoms of infection. Bronchomoniliasis 
is no longer rare, according to Ikeda,” but the 
diagnosis must be made with extreme caution, be- 
cause the organism is found frequently in sputum 
and secretions from the upper respiratory tract in 
normal individuals and particularly in patients 
suffering from chronic pulmonary infections, es- 
pecially pulmonary tuberculosis and carcinoma. 


Bakst, Hazard, and Foley* and Davis and War- 
ren* have reviewed the literature and classified 
the pulmonary disease into three types: 


The mild type, which may not affect the general health 
of the individual to any great extent. There is a cough 
with mucopurulent sputum, and usually no hemoptysis 
or fever. Physical examination of the chest may reveal 
scattered fine rales. The condition may persist for several 
months or may progress to a more severe form. 

The intermediate type, which may simulate either bron- 

*From the Lakeville State Sanatorium, Middleboro, Massachusetts. 


tSurgical intern, Carney Hospital. Boston; formerly, assistant superin- 
tendent, Lakeville State Sanatorium, Middleboro, Massachusetts. 


chitis or early pulmonary tuberculosis. Fever, cough, 
mucopurulent sputum, occasionally blood-streaked sputum, 
dyspnea, and localized or generalized fine or coarse rales 
are frequently observed. 

The severe type, in which the history and_ physical 
signs are very similar to those of well-advanced pulmonary 
tuberculosis. General malaise, loss of weight, dyspnea, 
fever and cough are usually present, and often blood- 
streaked sputum, chest pains, rales and signs of pleural 
thickening and consolidation. 


The outcome in the last group of cases is fre- 
quently fatal. Stovall and Greeley® point out that 
the striking thing about most of these cases is 
the disproportion between the symptoms and the 
pathologic changes. The patient usually has only 
a moderately severe cough, and but little sputum, 
which is mucopurulent rather than purulent, and 
may be blood-tinged. Fever, if any, is of a low 
grade, and the leukocyte count is essentially nor- 
mal. There is frequently a history of pneumonia 
or influenza, and some patients have had asthma 
for several years. 

Black and Eddy° reported a case involving the 
lungs, skin, subcutaneous tissue and bones which 
had previously been studied, and in which diag- 
noses of syphilis, tuberculosis and leprosy were sus- 
pected before the final diagnosis of moniliasis 
was made and confirmed by laboratory study. 
Jones and Martin’ report the finding of yeastlike 
organisms in the vaginal tracts of 52 pregnant and 
16 non-pregnant women. Monilia albicans was 
found in 19 of these cases. Fawcitt® studied a 
group of cases of pulmonary moniliasis in con- 
junction with his work in pneumoconiosis. He 
found pulmonary mycoses in various types of farm 
and dairy workers, and distinguished these infec- 
tions clinically from pneumoconiosis by the occu- 
pational history, roentgen-ray findings, and mode 
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of onset, which is acute in bronchomycosis, and 
gradual, with a history of long exposure to silica, 
in pneumoconiosis. 

It is evident that the pathologic conditions due 
to monilia present numerous problems in diagno- 
sis. The finding of budding yeast cells and mycelia 
in any of the routine stains or cultures should aid 
in the diagnosis. Yeast cells are generally found 
in the original smears, stained by any of the usual 
methods, before further bacteriological study has 
been attempted. In order to classify the organism, 
however, its cultural characteristics must be studied. 
Davis and Warren‘ have described a simple 
method for the study of broth culture in unstained 
preparations. Martin et al* published a classifica- 
tion of the various forms of monilia. 

In the following case, yeast cells were found by 
our pathologist, Dr. Alvin O. Severance, in all 
the direct smears of sputum. Methylene blue, 
Gram and acid-fast stains were equally efficient 
in revealing budding cells and mycelia, whether 
the smears were made directly from sputum or 
from culture media. A culture of the organism 
was studied by Dr. Donald S. Martin, of Duke 
University School of Medicine, and was classified 
by him, through cultural characteristics, as 
Monilia albicans. 


CASE REPORT 


A 57-year-old farm worker was seen September 27, 1935, 
with a chief complaint of weakness. He stated that he 
was perfectly well until 1 week before entry, when he de- 
veloped a cold with cough but no sputum. He then be- 
came progressively weaker, and developed dyspnea on 
slight exertion, and anorexia. His usual work became 
more difficult to accomplish, and just prior to entry he 
was unable to do any work whatsoever due to marked 
fatigue. There were no other complaints. The past his- 
tory was essentially negative, except for a fracture of the 
10th left rib 9 months previously, at which time a 
roentgenogram had been taken (Fig. 1). 

Physical examination revealed a very well-developed, 
well-nourished man, who appeared weak and definitely ill. 
The nose and throat were normal. The lungs were clear. 
Tactile and vocal fremitus and breath sounds were with- 
in normal limits, and no rales were heard either before or 
atter cough. The heart was normal. The blood pressure 
was 140/85. Abdominal and rectal examinations were 
negative. The temperature was 101°F. The white-cell! 
count was 8850, with a normal differential. Urinalysis 
was entirely normal. 

Bed rest and treatment for upper respiratory infection 
were started. The temperature remained elevated, the 
cough continued without sputum, and the physical exam- 
ination was unchanged until the 3rd day after admission, 
when examination of the chest revealed diminished tactile 
fremitus over the left midchest and base posteriorly, with 
diminished breath sounds and fine rales in this region. The 
findings were suggestive of a pneumonic process, and a 
roentgen ray examination revealed obliteration of both 
diaphragm shadows. The lung markings were increased 
at both bases, there was haziness in the left lower lobe, and 
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a dense shadow filled the right base, the upper border of 
which was markedly irregular in outline. There was also 
a moderately dense, enlarged right hilus shadow (Fig. 2). 
After viewing the roentgenogram, examination of the 
chest was repeated, but no rales could be heard on the 
right side. On the following day (the 4th after admis- 
sion), however, fine rales were heard over the right base 


Ficure 1. 


This roentgenogram, taken December 7, 1934, when 
the patient had a fracture of the tenth left rib, shows 
moderate thickening of the bronchial tree with no 
evidence of pulmonary infiltration. There is a sugges- 
tion of calcification in the shadows in the hilt, especially 
those on the right side. 


as well as the left, and over the left midlung field pos- 
teriorly. The patient raised a small amount of thick, 
brown, tenacious sputum, which was smeared and cul- 
tured. No acid-fast bacilli were seen, but in all stains 
there were many yeast cells. Suspecting that the yeast 
was a contaminant, we instructed the patient to wash his 
mouth and throat well with saline solution, after which 
another sputum specimen was obtained, similar to the 
first. Yeast cells were found in all the stained smears of 
this specimen. Because of the similarity of these organ- 
isms to moniliae, the patient was given potassium iodide, 
15 gr. three times daily. The lung findings remained es- 
sentially unchanged, the cough continued and the sputum 
increased, with a larger number of budding cells and 
mycelia in each subsequent specimen until the 10th day, 
when the temperature, which had gradually subsided, had 
become normal. A roentgen film of the chest on this day 
showed calcification at the line of fracture of the 10th 
left rib posteriorly. The cardiac borders were indistinct in 
outline and merged with moderately dense hilar and peri- 
hilar shadows. Peribronchial thickening and fine mottling 
was evident in the right lung, extending toward the base. 
The lower two thirds of the left lung field was mottled, 
and there were dense, confluent patches throughout this 
area. There was a faint outline of a large node in the 
right hilus, and a dense shadow in the left hilus consistent 
with a calcified node. 
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The patient began to improve clinically. His appetite 


increased, the cough and sputum decreased; physical ex- 
amination showed diminution of abnormal lung findings, 
and on the 17th day was negative except for fine rales in 


Ficure 2. 


This film, taken on September 30, 1935, three days 
after admission, when the first signs of pulmonary dis- 
ease were detected clinically, reveals dense shadows 
in both bases, which have obliterated the diaphragm; 
marked infiltration in the periphery, especially on the 
left; both apices clear; and definite calcification of the 
lymph nodes of the hili, more marked on the right. 


both bases. Roentgenograms taken this day showed the 
right border of the heart more distinctly. The hilar 
shadow on the right was less dense. Both diaphragm 
shadows were seen, the left being clearer than the right. 
There was a minimum of haziness in the right costo- 
phrenic angle. Peribronchial thickening was unchanged 
at the right base. More diffuse mottling and peribronchial 
thickening were seen in the left base, with loss of the larger 
conglomerate patches. The cough continued to subside 
and the sputum became increasingly less until the 24th day 
following admission, when the sputum showed only one 
colony of yeast cells on culture. Roentgen films at this 
time showed the right diaphragm more distinctly than 
theretofore, and a clear costophrenic angle and slightly 
diminished peribronchial thickening. The mottling in 
the left lung field was more diffuse, with a considerable 
amount of beading along the peribronchial vessels. The 
patient’s activity was gradually increased after the 25th 
day, and by the 31st day he felt perfectly well and had no 
fatigue following moderate exercise, while examination 
revealed only an occasional fine rale in either base, and a 
roentgenogram showed the heart and diaphragm shadows 
more distinctly. The peribronchial thickening and 
mottling had diminished, and there were very few 
residual pathologic findings. 

The patient was discharged on the 3lst day (Octo- 
ber 28), and returned to work December 3. Roentgen 
films of the chest taken then and December 26 showed an 
increase in pulmonary markings in both bases. 
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There was no apparent variation in the peribronchial 
thickening when the roentgen film taken December 7, 
1934 (Fig. 1), was compared with the follow-up roent- 
genogram taken April 9, 1937 (Fig. 3). The latter, how- 
ever, showed the calcified hilar nodes more distinctly. 
There has been no evidence of recurrence. 


Bakst et al.* describe a very acute form of pul- 
monary moniliasis which may have a sudden onset 
with rapid progression to a fatal termination. The 
case reported here may be classified in this group 
because of the sudden onset and the rapid pro- 
gression, but it is unique in that it terminated in 
complete recovery in a relatively short time. In 
any unusual type of pulmonary lesion the possi- 
bility of moniliasis must be considered, and ap- 
propriate therapy instituted if this condition be 
found. 


Ficure 3. 


This roentgen film, taken for follow-up on April 9, 
1937, shows the periphery clear, the bronchial tree not 
increased in density (compare with Fig. 2) and calcifica- 
tion in the hilt. 
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TUMORS OF BONE — SIMMONS 


REPORT ON MEDICAL PROGRESS 


NTIL Ewing suggested the term “osteogenic 

tumor,” which has now been generally 
adopted, the nomenclature of the primary bone 
tumors was confusing. The embryonic fibroblast 
is assumed to be the cell of origin of all these 
tumors, and this cell is capable of developing into 
any form of mesoblastic tissue — relatively adult 
fibrous tissue, cartilage or bone. Many or all 
these tissues are usually found in a primary bone 
tumor, although usually one predominates. The 
terms fibro-, chondro-, osteo- or anaplastic may be 
used as prefixes or adjectives to designate the pre- 
dominating type. 

In 1921 the committee of the Registry of Bone 
Sarcoma of the American College of Surgeons, 
together with a committee from the American As- 
sociation of Pathologists and Bacteriologists, for- 
mulated a classification based on the above 
premise. This has since been generally adopted in 
this country, and with slight modifications will be 
followed in this article. It leaves much to be de- 
sired but is the most comprehensive yet suggested. 
Reticulum-cell sarcoma and liposarcoma have been 
added, for they have been recognized as entities 
by the committee. 

In 1931 Geschickter and Copeland’ published a 
book in which they advocated a radically different 
classification, presumably based on embryology. 
It is impossible to reconcile their classification 
with that of the registry, which does not at- 
tempt to postulate the highly doubtful em- 
bryologic stages at which bone tumors may arise. 
Several pathologists have also suggested classifica- 
tions which, however, are somewhat confusing to 
the clinician. 

The Registry classification of bone tumors is as 
follows: 


Tumors originating in bone 
Osteogenic tumors 
Benign: osteoma, chondroma, etc. 
Malignant (osteogenic sarcoma): periosteal, scleros- 
ing, chondral, etc. 
Ewing’s sarcoma 
Reticulum-cell sarcoma 
Liposarcoma 
Myeloma (plasma-cell tumor) 
Unclassified malignant tumors 
Benign giant-cell tumor 
Angioma 


surgeon-in-chief, 


*Consulting surgeon, Massachusetts General Hospital; 
Collis P. Huntington Memorial Hospital, Boston. 


TUMORS OF BONE 
Cuanninc C. Simmons, M.D.* 


BOSTON 


Other bone tumors 

Metastatic tumors: cancer, hypernephroma, lymphoma, 
etc. 

Parosteal fibrosarcoma 

Odontoma, etc. 

Other conditions: subperiosteal hematoma, bone cyst, 
osteitis fibrosa cystica, Paget's disease, sarcoid, 
xanthoma, etc. 


BENIGN OSTEOGENIC TUMORS 


The non-malignant osteogenic tumors are com- 
posed of nearly normal bone, cartilage and fibrous 
tissue in varying amounts. A common seat for 
these tumors is about the joints or beneath the 
fingernails or toenails. When cartilage predomi- 
nates there is always a possibility of malignant 
change, and these tumors should be completely re- 
moved by surgery. An osteoma should be removed 
when it is in an accessible situation or causing 
symptoms, for the borderline between benign and 
malignant tumors cannot be ascertained. 


Multiple exotosis is a congenital condition in 
which such osteocartilaginous tumors occur near 
the epiphyseal lines in a few or many bones. 
Rarely one or more of these become malignant. 


MALIGNANT OSTEOGENIC TUMORS (SARCOMAS) 


Sarcoma of the bone is a particularly malignant 
tumor, but the degree of malignancy and the prog- 
nosis following treatment have been shown to 
depend to a large extent on the amount of differen- 
tiation of the cells in the major portion of the 
growth (Meyerding,’ Simmons*). Thus tumors 
composed chiefly of cartilage, bone or fibrous tissue 
have a better prognosis than those composed chief- 
ly of undifferentiated cells. The malignancy also 
varies somewhat according to the location. In the 
jaw or flat bones the tumor runs a somewhat dif- 
ferent course than is the case in a long bone. 
Tumors of the phalanges of the fingers or toes 
rarely cause metastases, even though the histology 
suggests malignancy. The undifferentiated ana- 
plastic form is the common type seen in children. 

Osteogenic tumors usually arise in the epiphyseal 
ends of the long bones, and in most cases are 
both subperiosteal and medullary, as well as osteo- 
lytic and osteoblastic. They are composed of all 
types of mesoblastic tissue in varying proportions, 
and the prefixes osteo-, chondro-, myxo-, and so 
forth, are used as adjectives to describe the predom- 
inating tissue. Metastases commonly take place 
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through the blood stream and are usually found in 
the lungs. A form of low malignancy, composed 
chiefly of fibrous tissue and confined to the 
medulla, is recognized. 

The first symptom of osteogenic sarcoma is usu- 
ally pain in a bone, not relieved by rest and often 
referred to the adjacent joint. The tumor becomes 
demonstrable after a varying period depending on 
the point of origin, that is, whether medullary or 
periosteal. The late symptoms are well known. 
The importance of trauma as an etiologic factor 
is disputed, but a history of a recent injury to the 
part is often obtained. 

The radiograph ordinarily shows a tumor at 
the end of a long bone, the appearance vary- 
ing somewhat according to the situation, that 
is, whether chiefly subperiosteal or central, and 
also according to whether the tumor is osteo- 
lytic or osteoblastic. In very early cases the film 
may be negative, but by the time the symp- 
toms are sufficiently pronounced for the patient to 
seek medical advice, bone changes are usually evi- 
dent. There are always bone destruction and bone 
formation in varying amounts. The periosteum 
may be pushed up with ray formation beneath it, 
and the so-called “reactive triangle,’ where the 
periosteum joints the shaft at the upper end of the 
growth, is often seen. When the tumor has attained 
considerable size the shadow of the shaft is faintly 
seen through it. In the film the rare, central, 
fibrous type closely resembles a giant-cell tumor 
and may be confused with it. 

The symptoms, history and physical examina- 
tion, as well as the radiograph, should all be 
considered in arriving at a diagnosis for many 
atypical films are seen. Chemical analysis of 
the blood is at times of aid in making a diag- 
nosis (Table 1), but the findings should be care- 


TaBLe 1. 


EWING'S 
SARCOMA 


OSTEITIS FIBROSA OSTEOGENIC 


CYSTICA SARCOMA 
Calcium . ee Increased Normal Normal 
Phosphorus ......... Diminished Normal Normal 
Phosphatase ......... Slightly increased Usually increased Normal 
Serum protein. Normal Normal Normal 
Bence-Jones (urine) .. Absent Absent Absent 


fully interpreted. A biopsy is often necessary for 
confirmation. This should be done with a tourni- 
quet in place and with permission secured for im- 
mediate amputation should the tumor prove ma- 
lignant. Such permission is often difficult to ob- 
tain, and the family grasps any form of treatment, 
short of sacrificing a limb, that may be of benefit. 


The prognosis depends on the type of the 
tumor, its duration and its situation. Death with 
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lung metastases within three years is the usual 
story. Tumors composed of relatively adult tissue 
permit a comparatively good prognosis. Lung 
metastases developing five or more years after re- 
moval of the primary growth are occasionally seen. 
The experience of surgeons whose practice is lim- 
ited to children is most pessimistic. Simmons® 
in a small series of consecutive cases reports 39 per 
cent five-year cures, and Meyerding® in a larger 
series 23 per cent. 


Amputation through the bone next proximal 
to that diseased or disarticulation is the treat- 
ment of choice. It is generally agreed that the 
tumors are radio-resistant. In the Registry of Bone 
Sarcoma there are 101 five-year cures following 
surgery and 1 following radiation treatment, but 
in the latter case the diagnosis was not confirmed 
by biopsy. The operation should not be done if 
there is evidence of remote metastases, except for 
the relief of pain, which at times may be con- 
trolled by radiation or chordotomy. The treat- 
ment by the mixed toxins of streptococcus and 
Bacillus prodigiosus (Coley’s serum) has been ad- 
vocated, but proof of its efficacy has not been sup- 
plied. B. L. Coley* employs it only in endothelial 
myeloma and in conjunction with surgery in the 
hope of destroying microscopic foci in the lungs. 
Brunschwig” found that experimentally it had no 
effect on animal tumors but concluded: “It has not 
been proved at present to be totally ineffective in 
all cases.” 


EWING'S SARCOMA 


Ewing’s sarcoma, or endothelial myeloma, is 
probably the small round-cell sarcoma mentioned 
by earlier writers. It usually arises in the shaft of 
a long bone or in the flat bones, and is charac- 


Blood Constituents in Cases with Bone Tumors. 


GIANT-CELL MYELOMA METASTATIC PAGET'S 
TUMOR CANCER DISEASE 
Normal Often increased Normal Normal 
Normal Normal Normal Normal 
Normal Normal At times slightly increased Usually high 
Normal Often increased Normal Normal 
Absent Often present May be present Absent 


terized by bone destruction with no tumor-bone 
formation, although there is occasionally some 
reactive new bone. 


The carly symptoms are pain and_ swelling, 
often with remissions. There may be a slight 
rise of temperature with an elevated white-cell 
count. In the late stages the temperature may 
rise to 103°F. Metastases take place to the lungs 
and to other bones, the skull being a common site. 
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The chemical constituents of the blood are nor- 
mal. 

The x-ray films show bone destruction, often 
with a characteristic onion-skin appearance of the 
periosteum. There may be reactive bone forma- 
tion. The films are sometimes confused with those 
of a xanthoma or reticulum-cell sarcoma. 

The disease with which it is most commonly 
confused in the early stage is osteomyelitis, but 
xanthoma and reticulum-cell sarcoma should al- 
ways be considered. 

The prognosis is bad. The disease may run 
an acute course, but the average length of sur- 
vival is two or three years. In 14 of the 236 
cases in the Registry of Bone Sarcoma the pa- 
tients have lived over five years. Thirteen of 
these 14 cases were treated by surgery, often sup- 
plemented by Coley’s serum or radiation, and 1, 
after biopsy, by radiation and Coley’s serum only. 

The tumor is very radio-sensitive, and _fol- 
lowing treatment the local growth practically dis- 
appears, but metastases occur. Amputation or re- 
section is the treatment of choice. Treatment by 
Coley’s serum has been recommended, and seems 
to be of greater value in the treatment of this 
tumor than in that of osteogenic sarcoma. 


RETICULUM-CELL SARCOMA 


Reticulum-cell sarcoma is a tumor usually placed 
in the group of malignant lymphomas. It has 
been recognized as occurring in the reticuloendo- 
thelial system but recently has been shown to arise 
in a single bone to which it is apparently limited 
(Parker and Jackson®). The symptoms are sim- 
ilar to those of osteogenic sarcoma. Although the 
tumor may reach a large size, the general con- 
dition of the patient remains excellent and metas- 
tasis is slow to occur. The x-ray in the early cases 
shows central bone destruction. Later a_ large 
part of the bone may be destroyed, with some new- 
bone formation. The prognosis is relatively good 
even when the tumor has attained a large size. 
The tumors are radio-sensitive but the therapeutic 
results are apparently better following radical sur- 
gery, although the patient may develop similar tu- 
mors in other parts of the reticuloendothelial sys- 
tem many years later. 


LIPOSARCOMA 


Primary liposarcoma of bone described by Stew- 
art’ is a rare form of tumor derived from the fat 
cells. Its clinical behavior is similar to that of 
osteogenic sarcoma. 


MYELOMA (PLASMA-CELL TUMOR) 


This is a tumor of the bone marrow composed 
of plasma cells. It is usually multiple, chiefly affect- 
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ing the flat bones, but is occasionally limited to 
one bone (Cutler, Buschke and Cantril’). It is 
most frequently seen in adult males. The symp- 
toms are pain, tumor and those due to bone de- 
formity. Bence-Jones protein may be present in 
the urine, and plasma cells in the blood smear. The 
serum globulin may be increased. None of these 
findings are constant or to be found in every case. 
The disease runs a course, unaffected by treatment, 
of a few months to many years. There is 1 case in 
the Registry of Bone Sarcoma in which the pa- 
tient was living and in good health twenty years 
after the diagnosis had been established by biopsy. 
The classical x-ray film shows centrally placed 
multiple areas of bone destruction, but atypical 
radiographs are common. The treatment is symp- 
tomatic and by radiation. The growths are usu- 
ally radio-resistant, but occasionally respond sat- 
isfactorily. 


BENIGN GIANT-CELL TUMOR 


Benign giant-cell tumors arise most commonly 
in the epiphyseal ends of the long bones. They 
are not primarily malignant growths, although 
malignant change apparently occurs after a period 
of time in about 7 per cent of cases (Simmons,” 
Codman’® and Stewart"). The tumors arise in 
the medulla and cause bone destruction and dis- 
tention of the cortex, with no new-bone forma- 
tion. 


The symptoms are pain, tumor and later path- 
ologic fracture. There may be collapse which 
causes deformity of the adjacent joint. 


The x-ray film shows a cavity in the medulla 
near the joint, with bone destruction and ab- 
sorpuon of the cortex, with distention. The cav- 
ity may appear to be divided by fine trabeculae. 
At the lower limits of the growth there is a 
sharp concavoconvex line of demarkation; above, 
it is limited by the epiphyseal or joint cartilage. 
One form is seen in young individuals, usually 
arising in the greater tuberosity of the humerus 
or the trochanter or condyle of the femur, which 
extends across the epiphyseal line. These tumors 
contain cartilage and may be confused with sar- 
coma (Codman"). 


The diagnosis is made on the symptoms and 
on the radiograph. Bone cysts, the fibrous type 
of osteogenic sarcoma, angioma and metastatic tu- 
mors are the chief conditions with which it may 
be confused. 

The majority of these tumors are non-malignant, 
and amputation is not indicated except for de- 
formity or where other forms of treatment have 
failed. The choice of treatment lies between radia- 
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tion and surgery. Good and occasionally poor re- 
sults have been obtained by both methods. 


When the tumor is in an accessible position, 
such as the upper end of the fibula or the lower 
end of the ulna, resection is to be advised on 
account of the possibility of malignant change. 
In other situations, such as about the knee, a com- 
mon seat for the tumor, the choice lies between 
radiation treatment and conservative surgery, that 
is curetting, and excision of the entire tumor. 
The resulting defect does not entirely fill in with 
new bone, and if it is filled with bone chips, they 
are usually absorbed. Amputation is at times in- 
dicated (Brunschwig”’). 


ANGIOMA 


Central angioma of bone is a relatively rare 
tumor. The symptoms are similar to those of all 
primary bone tumors. The growth arises usually 
near the epiphyseal ends of the long bone, causing 
bone destruction and distention of the cortex. The 
radiograph closely resembles that of giant-cell 
tumor, but the trabeculae are usually more marked, 
giving a soap-bubble appearance. The treatment 
is the same as that of giant-cell tumor. 


METASTATIC TUMORS 


The possibility of a bone tumor’s being a 


metastasis of a malignant growth arising else- 
where in the body should always be considered. 
Any malignant tumor may form bone metastases, 
although this is commoner in some forms than in 
others. In children, adrenocortical tumors often 
metastasize to the bone and the radiograph cannot 
be distinguished from that of osteogenic sarcoma. 
In adults, cancers of the breast, prostate and thy- 
roid and hypernephroma are the commoner ma- 
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lignant tumors forming bone metastases. These 
maybe either osteolytic or osteoblastic. Carcinoma 
of the thyroid usually metastasizes to the skull, 
ribs or vertebrae, while cancer of the breast may 
give either form of metastasis, in any bone of the 
body. 

One should always consider the possibility of 
an apparent bone tumor’s being a manifestation 
of a generalized metabolic disease, such as osteitis 
fibrosa cystica or Paget’s disease. 


PAROSTEAL FIBROSARCOMA 


This tumor arises in the outer layers of the peri- 
osteum and involves the bone secondarily. It is 
somewhat less malignant than true osteogenic sar- 
coma and may be of neurogenic origin (Hodges, 
Phemister and Brunschwig"). 


205 Beacon Street. 
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CASE 25151 


PRESENTATION OF CASE 


First Admission. A forty-five-year-old, white, 
married, schoolteacher was admitted complaining 
of sore throat. 

Two days before admission she had a sore throat, 
chill and backache. Her temperature was 101.8°F. 
On the following day her blood had a white-cell 
count of 1000, with no polymorphonuclears, and 
when repeated showed 750 cells, with no poly- 
morphonuclears. About two years before entry 
she began having urinary frequency and urgency. 
Nine months later a small piece of chronically in- 
flamed tissue was fulgurated on the edge of the 
left ureteral orifice. The bladder healed readily, 
but the patient complained of the same symp- 
toms throughout the following year. Her physi- 
cian thought that these complaints were psycho- 


genic. During the two years she had taken Allonal 
and Peralga quite often, using the former prac- 
tically every night during the previous three or 
four months. 


Physical examination showed a thin woman 
with a mottled, purplish complexion. The pos- 
terior nasopharynx was acutely inflamed and 
showed a right linear ulceration. There were a 
number of large external hemorrhoids. 

The blood showed a red-cell count of 5,100,000 
with 80 per cent hemoglobin. During the first 
nine days in the hospital the white-cell count 
ranged between 1500 and 3400, with polymorpho- 
nuclears varying between 0 and 20 per cent. The 
tenth day she had a white-cell count of 7400 with 
55 per cent polymorphonuclears. 

She rapidly improved and was discharged on the 
nineteenth hospital day. 


Second Admission (three years and three months 
later). The patient complained of constipation of 
several years’ duration, more recently accompanied 
by headaches. 

Barium enema x-rays showed a large atonic 
colon. A gastrointestinal x-ray series was nega- 
tive. Blood and urine examinations were normal. 
She was discharged on the third hospital day. 

Final Admission (fifteen months later). Six 
days before admission she had had a severe head- 
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ache and a chilly feeling, followed by a tem- 
perature of 104°F. Her throat was sore. The 
next day she felt cold, became nauseated and vom- 
ited. Two days later she had pain over the left 
face and ear, with headache. Her nausea con- 
tinued. On the morning of the day of admission 
she was deeply jaundiced. She had taken no drugs 
except laxatives since her first admission. Nine 
days before entry she had had injection treatment 
for hemorrhoids. 

Physical examination showed a jaundiced acute- 
ly ill woman. The throat was acutely red. The 
eardrums were negative. Examination of the chest 
was negative. The liver was not palpable and by 
percussion was thought to be smaller than normal. 

The temperature was 102.5°F., the pulse 115, and 
the respirations 22. 

Examination of the urine showed the presence 
of a small amount of bile. The blood had a red- 
cell count of 3,050,000 with 45 per cent hemoglobin, 
and a white-cell count of 11,400 with 87 per cent 
polymorphonuclears. There was moderate achro- 
mia and variation in size of the red cells, with 
many of them larger than normal; there was 
an occasional elongated cell and a rare stippled 
cell. The platelets were normal. The nonprotein 
nitrogen of the serum was 19 mg. per 100 cc., the 
icteric index 50. A stool examination was guaiac 
positive. A throat culture was negative for hemo- 
lytic streptococci but showed Staphylococcus aureus. 
A blood culture was negative at the end of eighteen 
hours but on the third day showed Staphylococcus 
aureus in both flasks. 

X-ray films of the chest were negative. On the 
second hospital day the icteric index was 70. On 
the fourth hospital day the patient was much 
worse, her temperature being 103.5°F., where it 
had remained for the previous two days. She 
rapidly failed and died on the sixth hospital day. 


DIFFERENTIAL DiAcGNosis 


Dr. Cuartes L. SHort: This patient’s first ad- 
mission can be dismissed in a few words. She 
evidently had agranulocytosis due to the ingestion 
of drugs containing amidopyrin since both hyp- 
notics mentioned at that time contained this drug. 
Recently the manufacturers of Allonal have 
changed the amidopyrin to acetophenetidin (phen- 
acetin), which rarely, if ever, has caused agranulo- 
cytosis. We know that the agranulocytosis is usu- 
ally primary and that the infection, in this case a 
nasopharyngitis with ulceration, comes later. The 
record gives us no information as to whether she 
recovered spontaneously or following the usual 
measures used for treating agranulocytosis. The 
case for the drug etiology of agranulocytosis is 
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now well established, and it is probably a phe- 
nomenon of hypersensitivity. It is interesting that 
there has been apparently a lessened incidence in 
the United States since this was known, and also 
in this hospital. Is that not so, Dr. Mallory? 

Dr. Tracy B. Mattory: Very decidedly. 

Dr. SHort: In Denmark in the past few years 
since the importation of amidopyrin has been pro- 
hibited, there have been no cases. 


She had plenty of granulocytes on her last ad- 
mission, so I can see no connection of this illness 
with the cause of death. I am also unable to con- 
nect the bladder lesion with the final illness, since 
there was no evidence of recurrence and no urinary 
symptoms. 

We can now turn to the fatal illness. The 
picture was that of jaundice with sepsis, presum- 
ably due to Staphylococcus aureus. Only one other 
possibility occurred to me. That is acute liver 
necrosis, perhaps precipitated by the infection and 
perhaps on a previously damaged liver. However, 
there is no past history of jaundice and no his- 
tory of taking any liver poisons. The liver is 
said to have been small on physical examination, 
but we know that such measurements are notori- 
ously inaccurate. I can see no way of ruling out 
this diagnosis, but I do not believe I shall make 
it in the face of more positive evidence. We shall 
admit then that the patient had a generalized, 
fulminating staphylococcal infection, leading to 
death in less than two weeks. The next ques- 
tions concern the organs involved and the source 
of the infection. We have already stated that, 
in view of the jaundice, the liver was involved, 
probably with multiple small abscesses. The nega- 
tive chest plate and the absence of cough and 
sputum fairly well rule out pulmonary involve- 
ment, although it would be unusual not to have 
abscesses in the lungs in a generalized staphylococ- 
cal infection leading to death. There were no 
cardiac murmurs and no other signs pointing to 
any other location of the abscesses. 


Now as to the source, she had a sore throat 
which could have been a portal of entry; she also 
had pain in the left side of the face and over 
the ear, which respectively suggest sinus and 
middle-ear infections, both fairly common sources. 
However, there was no further development there 
and examination of the ears was negative. In 
reading over the history I was interested in learn- 
ing of the injection treatment of the hemorrhoids 
three days before the onset. I shall propose that 
as a possible source of infection, which started 
in the hemorrhoidal veins, led to portal involve- 
ment and finally resulted in a suppurative pyle- 
phlebitis with a staphylococcal septicemia. Such 
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cases have been described as a rare complication 
of sepsis in and around the rectum and follow- 
ing operations there. The course was more rapid 
than would be expected in ordinary pylephlebitis 
following appendicitis, and the liver was not en- 
larged. However, I am willing to venture this as 
my diagnosis —a staphylococcal septicemia with a 
suppurative pylephlebitis and multiple abscesses of 
the liver from infection of the portal system start- 
ing in a hemorrhoidal vein. 

Dr. Tracy B. Mattory: Until the positive blood 
cultures were reported in this case I am sure it 
was a good deal more of a puzzle than it is now. 
Perhaps Dr. Jones would like to say a word. 

Dr. Cuesrer M. Jones: When I first saw this 
patient with Dr. George P. Reynolds and Dr. 
Champ Lyons, there was no doubt about the in- 
tensity of the jaundice and we had a record, if 
I remember correctly, of one throat culture which 
was positive for staphylococci but not for strep- 
tococci. It was a question of whether there was any 
significance at all in the throat culture at that time. 
Throughout the patient’s entire stay in the hos- 
pital it was impossible to demonstrate accurately 
the size of the liver. It seemed to me, however, 
that the liver was definitely small. Dr. Short 
is right in stating that it is dangerous to sav the 
liver is large or small, but there was moderate 
distention and the lower border of dullness was 
well above the costal margin. At the time it 
seemed as if there was acute hepatic insufficiency, 
and we had to treat it as such until we obtained 
more evidence. I believe that there was acute 
hepatic damage, cause unknown. At no time was 
it possible for me to think that the liver was en- 
larged, which is interesting in view of the post- 
mortem findings. Several of us tried to outline the 
liver as carefully as we could. 

Another point, which I think is of some in- 
terest, was the sustained high temperature. With 
acute yellow atrophy at times there is fever, but 
it is not as sustained or as high as this was. I 
am surprised it was not a picket-fence tempera- 
ture. 

Dr. Camp Lyons: I was asked for an opinion 
as to the advisability of sulfanilamide therapy in 
this patient. There was no positive cultural diag- 
nosis of hemolytic streptococcus, and I withheld 
sulfanilamide until such time as the culture was 
returned. The throat culture contained a large 
number of staphylococci, but these were coagulase 
negative when tested in human plasma. Those 
of us who are working with the staphylococci have 
come to attach a good deal of significance to the 
coagulase test as a test of virulence. The blood 
culture was positive for staphylococcus only 
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after three days of incubation. Non-pathogenic 
coagulase-negative strains of staphylococci char- 
acteristically grow quite slowly, hence it was my 
belief that this patient was suffering from an in- 
fection with a relatively avirulent strain of staphylo- 
coccus, as a result of a breakdown of the normal 
bactericidal defense mechanism that was occa- 
sioned by some serious underlying disease. She 
received no sulfanilamide at any time as the 
sulfanilamide compounds have not as yet been 
demonstrated to be effective in staphylococcal in- 
fections. 

Dr. Richarp B. Kine: At the time of the first 
admission it was apparent that she had agranulo- 
cytosis. She had a tremendous amount of treat- 
ment — 40 cc. of Pentnucleotide and 6 cc. of liver 
extract daily, and so forth. 

In relation to the last illness it is true that she 
developed a middle ear sufficient to warrant Dr. 
Reynolds's calling in an ear man to see her; the 
red eardrum and the earache subsided in twenty- 
four hours. 


CurnicaL D1aGnosis 


Acute yellow atrophy. 


Dr. Suort’s DIAGNosEs 


Septicemia, Staphylococcus aureus. 
Pylephlebitis. 


Multiple liver abscesses. 


ANATOMICAL DIAGNOSES 


Septicemia, Staphylococcus aureus. 
Multiple abscesses of lungs and kidneys. 
Acute glomerulonephritis. 

Acute hepatitis. 

Icterus. 

Ascites. 

Gastric erosions, acute, multiple. 


PatHoLocicaL Discussion 


Dr. Mattory: The autopsy showed an extreme- 
ly large liver extending 8 cm. below the costal mar- 
gin, almost to the umbilicus. It weighed 2800 
gm. It was slightly greenish in color and quite 
normal in consistence, and outside of some obvi- 
ous bile stasis we could not be sure anything 
was wrong with it. The lungs showed scattered 
abscesses, as also did the kidneys. The rest of 
the gross examination was essentially negative. 

The findings on microscopic examination proved 
of interest because in the kidneys, in addition to 
the scattered abscesses, we found a typical, acute, 
diffuse glomerulonephritis of a very severe grade. 
Glomerulonephritis is not a recognized conse- 
quence of Staphylococcus aureus infection, and 
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that raises the question as to whether there was 
some other additional infection we never discov- 
ered. Our postmortem blood cultures and indi- 
vidual cultures froma several of the abscesses, how- 
ever, contained staphylococci and nothing else. 

The liver showed a diffuse degenerative change 
of moderate intensity; the cells were swollen and 
vacuolated and contained bile pigment, but there 
was no actual necrosis of the liver cells. There 
were no abscesses in the liver, and nothing was 
found in the portal veins. We did not find the 
portal of entry of infection. 

Dr. Jones: That represents really a toxic jaun- 
dice? 

Dr. Mattory: To what extent it was hemolytic 
or to what extent dependent on hepatic insufh- 
ciency is hard to say, possibly there was a com- 
bination of the two factors. The whole picture, 
including the nephritis, is not rare with strepto- 
coccal infection, but I cannot remember ever hav- 
ing seen it before with a staphylococcus. 

Dr. Ricuarp J. Crark: Is there any possibility 
that in a sensitive person there would be a toxic 
reaction of the liver or kidneys to the material 
which was injected to thrombose the veins? 

Dr. Mattory: I cannot imagine a chemical sub- 
stance which would produce glomerulonephritis 
—a toxic nephrosis, perhaps, but never a glomerulo- 
nephritis. I think we have to assume it is on an 
infectious basis. 

Dr. J. H. Means: In respect to the nephritis, 
it might be worth mentioning that a year or 
two ago we had a woman who, very shortly 
after an injection of quinine and urea of this sort, 
went into a picture of acute renal insufficiency — a 
very extraordinary case. She recovered after a 
time. 

Dr. Mattory: That is an interesting observa- 
tion. 

Dr. Lyons: Is there any reason to believe that 
the virulence tests we are doing for staphylococcus 
were at fault in this case? 

Dr. Mattory: I am forced to believe that the 
organism in this instance was a fully virulent one. 


CASE 25152 


PRESENTATION OF CasE 


A forty-eight-year-old Irish housewife was ad- 
mitted complaining of vomiting. 

Six years before admission the patient was told 
that her sclerae were yellow and that she should 
have gall-bladder studies. She had no other symp- 
toms and further study was not done. Two years 
later she complained of paroxysmal epistaxes, espe- 
cially with attacks of coryza. At this time her 
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blood pressure was found to be 240 systolic. There 
was a swelling in her neck said to be the thyroid 
gland. Three years before entry she noticed weak- 
ness in the knees while walking, and she restricted 
her activities. She had slight swelling of the 
ankles, relieved by rest. One year before admis- 
sion she was told that she had sugar in her urine 
and was given pills. Since she was eating very 
little a diet was not prescribed. She had had 
intermittent episodes of yellow sclerae since the 
onset; there had been no pain. Seven months 
prior to entry she noted soreness of the ribs on both 
sides on rising from bed, and a numb feeling from 
the waist to the knees, which in several days ex- 
tended to her legs and feet. She also began to 
have nausea, and vomited yellow bitter fluid and 
food eaten the night before. Her urine became 
dark but soon returned to normal color. The 
swelling of her ankles increased and two months 
later reached the point where she could not put 
on her shoes. Four months before entry she was 
put on a diet restricted to fruits and fluids. She 
could not take cream because it precipitated vom- 
iting. She began to lose weight, and had lost 35 
pounds during the seven months before admis- 
sion. Two months later she noticed dyspnea on 
exertion, but no orthopnea. Her skin became 
slightly yellow. From this time on she remained 
in bed. Two weeks before entry her abdomen 
began to swell rapidly. The urine became very 
dark, the stools were gray and her jaundice deep- 
ened, though it faded slightly during the week 
preceding entry. 

There had been no pregnancies. During the 
previous six years her catamenia had been irreg- 
ular and had ceased eight months before admis- 
sion, this being followed by severe hot flashes. She 
repeatedly and emphatically denied the use of al- 
coholic beverages. 

Physical examination showed a well-developed, 
undernourished woman with rapid shallow respira- 
tions. The skin was sallow and slightly icteric, 
the sclerae decidedly icteric. There was pitting 
edema below the costal margin. The neck veins 
were dilated, but there was no cyanosis. Examina- 
tion of the chest revealed some elevation of the 
diaphragm and a few fine rales over the right 
base. The heart was negative. The blood pres- 
sure was 138 systolic, 75 diastolic. The abdomen 
was tense, with small dilated veins over both 
sides. By percussion the upper border of liver 
dullness was at the fourth rib, the lower border 
5 cm. beiow the right costal margin. Palpation 
was practically impossible. Pelvic and rectal ex- 
aminations were both negative. There was pit- 
ting edema of both legs, and deep tenderness 
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over the lumbar spine. There were no definite 
neurological findings. 

The temperature was 100°F., the pulse 95, and 
the respirations 22. 

Examination of the urine showed a specific grav- 
ity of 1.034, a very slight trace of albumin and a 
trace of bile. The blood showed a red-cell count 
of 2,670,000 with 80 per cent hemoglobin, and a 
white-cell count of 22,100 with 83 per cent poly- 
morphonuclears. The blood smear showed no 
abnormal cells. The serum nonprotein nitrogen 
was 29 mg. per 100 cc., the protein 6.2 gm., and 
the van den Bergh 10.80 mg., diphasic. A blood 
Hinton test was negative. The stools were brown, 
and repeated examinations were guaiac negative. 
A Takata-Ara test was positive. 

X-ray films of the chest showed a high dia- 
phragm with a small amount of fluid in both 
pleural cavities. The heart was in transverse posi- 
tion and possibly slightly enlarged. The aorta was 
tortuous. A flat abdominal film showed the psoas 
shadows poorly outlined. There was no evidence 
of enlargement of the liver, rather it seemed smaller 
than normal. The spleen was not visible. The 
bones showed no abnormality. A gastrointestinal 
series showed the stomach displaced to the right. 
There were no varices. The remainder of the 
gastrointestinal tract was normal. 

On the second hospital day an abdominal para- 
centesis yielded 6000 cc. of clear yellow fluid, with 
a specific gravity of 1.010 and 150 cells per cubic 
millimeter. No tumor cells were seen. After re- 
moval of the fluid a mass was palpable in the 
mid-epigastrium, which by one observer was 
thought to be rough and nodular, by another 
smooth. It extended about a handbreadth below 
the xiphoid process and was thought to be the 
left lobe of the liver. An electrocardiogram on 
the second day showed a low 71, a diphasic T: 
and an inverted Ts. The P-R interval was 0.13 
seconds, and the rhythm normal. On the ninth 
hospital day the patient was given Salyrgan. The 
following day there was considerable vomiting; 
she became quite dehydrated, and the tempera- 
ture rose to 103°F., rectally. Two days later the 
serum nonprotein nitrogen was 53 mg. per 100 cc., 
the chlorides 98.6 milliequivalents. The tempera- 
ture was 103.5°F. Her pulse had risen to 176, 
the respirations to 35. She rapidly failed and 
died the following day, twelve days after admission. 


DIFFERENTIAL DrAcNnosis 


Dr. Joun D. Stewart: May we see the x-rays? 
Dr. Georce W. Hotmes: The high position of 
the diaphragm makes any interpretation of the 
chest difficult, but I do not see any reason to 
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disagree with what appears in the text —a high 
diaphragm with some compression of the lungs 
and not a large heart but one that is displaced by 
the diaphragm. There is tortuosity of the aorta 
which may be due to the high position of the 
heart. The shadow of the liver seems small. How- 
ever, when the abdomen is full of fluid the liver 
floats up; you may get it in a different plane and 
in that way it seems small. I should think the 
only thing you could be certain about is that she 
had fluid in the abdomen. 


Dr. Stewart: Have you any comment to make 
about the displacement of the stomach to the 
right? 

Dr. Hoimes: If it was displaced to the right it 
would suggest that the liver was small or that 
there was an enlarged spleen on the other side 
pushing it over. However, I should not be at all 
certain that it was displaced. 

Dr. Stewart: Do any medical men want to 
comment on these electrocardiographic findings? 

Dr. WituraM B. Breep: They do not mean any- 
thing. 

Dr. Stewart: In this case I have been puz- 
zled as to how to put the various findings together 
in one plausible diagnosis. There- are a number 
of leads in the first part of the history that do 
not seem to be borne out subsequently. She had 
had hypertension, 240 systolic, in the past, while 
her blood pressure was 138 systolic, 75 diastolic, 
in the hospital. What was formerly taken to be 
enlarged thyroid gland was not noted in physi- 
cal examination here, and there is no note as to 
enlargement or increase in density of the thyroid 
mass. Furthermore, glycosuria had been noted in 
the past, while the urine seemed to be free of 
sugar at every examination in the hospital. None 
of these apparent leads develop far enough to point 
anywhere in particular. The major problem seems 
to involve the explanation of the extensive edema 
and ascites with coincident obstructive jaundice. It 
is worth noting in passing that the physical signs 
in this case are rather like those we see in con- 
strictive pericarditis; that is, she was said to have 
distention of the neck veins although in what por- 
tion we do not know. She had extensive ascites 
and apparently enlargement of the liver. There 
was hydrothorax without any significant amount 
of edema of the lungs, and that probably is an im- 
portant point in discussing the diagnostic possi- 
bilities. Furthermore, but few abnormalities were 
noted in the examination of the heart, which is 
often true in cases of constrictive pericarditis. 
However, there are certainly not enough data to 
make that diagnosis here. She had a rather small 
pulse pressure. We have no information as to lim- 
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itation of extent of cardiac pulsation as determined 
by fluoroscopic examination. It is interesting that 
she apparently had dyspnea on exertion without 
orthopnea — that is frequently true in cases of con- 
strictive pericarditis. 

It seems to me that primary nephritis can be 
excluded as a cause for the extensive edema and 
ascites in this case. To be sure, there was some 
albumin in the urine, but there is no record of 
any cytological findings in the urine and the con- 
centrating power was good. The question of 
whether the change from a hypertensive state to 
a condition of fairly normal range of blood pres- 
sure is significant in the present illness I cannot 
settle. In view of the electrocardiographic findings 
and physical examination I am inclined to think 
that she did not have any primary cardiac disease 
which might lead to the extensive edema and 
ascites. We come to considering the sudden de- 
velopment or intensification of the ascites. Ac- 
cording to the story the edema of the extremi- 
ties developed some months before the patient 
noted enlargement of the abdomen. Of course 
that is not necessarily accurate information, in that 
she may have developed and not noticed ascites 
during the same period of time. However, it 
does appear to be definite that two weeks before 
admission there was a rapid enlargement of the 
abdomen. 

I do not believe that primary peritonitis or car- 
cinomatosis of the peritoneum could give this pic- 
ture. The fluid withdrawn amounted to 6000 cc. 
and had all the characteristics of a transudate. 
There was no blood in it. No tumor cells were 
found, which means very little so far as making a 
diagnosis of widespread carcinoma of the perit- 
oneum is concerned. We come then to consid- 
eration of the possibility of cirrhosis. There is a 
story going back over six years during which time 
the patient had recurring bouts of mild jaundice, 
with impairment of her general health. The jaun- 
dice apparently was not obstructive, and was of 
mild degree. Certainly bile was coming through 
into the gastrointestinal tract. The question of 
whether she had cirrhosis on the basis of chronic 
and intermittent obstruction of the common duct, 
as from stone, has to be considered. It seems to me 
there is not very much on which to make a diag- 
nosis of biliary cirrhosis in this case. There was lit- 
tle if any abdominal pain with the attacks of jaun- 
dice, and apparently little or no fever, certainly no 
definite chill. If she had biliary cirrhosis with stone 
one might suppose that the picture was changing 
with the development of carcinoma of the gall blad- 
der and obstruction to the portal vein. However, I 
think that is not a very likely diagnosis. Could 
she have had cirrhosis of the liver of the toxic 
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type, or so-called portal cirrhosis? It seems to me 
that that is a possibility. It would explain the 
digestive disturbances and the mild jaundice 
which she had had from time to time. It might lead 
to what we take to be an enlarged liver, and it 
might give her the ascites and even the peripheral 
edema. However, there are a number of things 
lacking to make it a highly plausible diagnosis. 
We have no evidence of the development of col- 
lateral circulation, although there is a note of small 
dilated veins on the lateral abdominal wall. She 
had no esophageal varices, and her stools were 
guaiac negative. If she had portal cirrhosis, what 
produced the sudden change in the picture? It 
is a rather far cry, but I do not see why, having 
cirrhosis, she might not have developed second- 
arily a carcinoma which produced pressure on the 
portal vein and rapidly progressing ascites. 

Could she have been having recurring mild 
bouts of hepatitis with subsequent development of 
acute yellow atrophy? That does not seem to me 
to be the most plausible diagnosis. Apparently she 
had some obstruction to the flow of bile, for im- 
mediately before entry the stools were clay colored. 
That probably is an important point, if the observa- 
tion is correct. 

1 can do no better than say that I believe this 
woman had cirrhosis of the liver and that she 
probably had carcinoma in addition, perhaps de- 
veloping in the liver as a primary lesion. 

Dr. J. H. Means: I was in charge of the serv- 
ice when this patient was on it, and there were 
several differences of opinion about the diag- 
nosis. Two of these concerned the size of the 
liver and its consistence. The x-ray people told 
us that the liver seemed to be rather small, and 
yet we thought that we felt it and that it was 
definitely enlarged. The senior house officer was 
absolutely certain that the liver was grossly ir- 
regular and contained hard nodules and _ that 
therefore she had some form of malignant disease 
in the liver. I personally thought the liver was 
smooth, so we asked Dr. Benedict to have a look 
at it to settle this point, if he could; but his ex- 
amination was postponed for some unavoidable 
reason, and by the time he could do it she had 
developed fever and was too sick. She died, I 
am sure, of a terminal infection, but I think she 
had cirrhosis of the liver with hepatic insufficiency. 
But as I said, the senior house officer thought she 
had malignant disease in the liver, and the junior 
signed the case off, because of that opinion, as 
one of metastatic carcinoma of the liver, possibly 
from the pancreas, with a questionable diagnosis of 
hepatoma. 

Among other diagnoses that Dr. Stewart has 
mentioned, I think it is interesting to note that 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Apr. 13, 1939 


the house officer who made the admission sum- 
mary included the possibility of cirrhosis, with 
acute hepatitis. I should like to have that diagnosis 
of Dr. Hawes made a matter of record. 

There are two points brought up by Dr. Stewart 
on which I might comment. We found no evi- 
dence of Graves’s disease. In regard to glycosuria, 
hemachromatosis was considered, but she had no 
glycosuria in the hospital except after receiving 
intravenous glucose. 

Dr. Cuester M. Jones: It seems to me that 
jaundice of six years’ duration must be included as 
part of the picture, and I should agree with Dr. 
Stewart and Dr. Means that she must have had 
chronic intrahepatic disease that could be labeled 
cirrhosis. That is not enough to explain her 
death and terminal picture. I am in favor of super- 
imposed cancer. 

Dr. Tracy B. Mattory: Do you think in these 
cirrhotic cases we are missing information by not 
fractionating the serum protein? One can have 
a normal total protein level but nevertheless an 
albumin so low that ascites and edema may de- 
velop without mechanical obstruction. 

Dr. Jones: On the wards I see very few cases 
of cirrhosis with ascites which do not have an 
inverted albumin-globulin ratio, although some 
have normal serum protein values. No doubt 
we should fractionate the protein. Another thing 
that might have given some confirmatory evidence 
is a dye test. If she had shown abnormal dye 
retention we should have had more evidence of 
diffuse liver involvement. 

Dr. Means: There was a positive Takata-Ara 
test. 

Dr. Jones: As a rule that is not so significant 
as the dye test. 


CurnicaL DiaGNoses 


Metastatic carcinoma of liver, probably from 
pancreas. 
Hepatoma? 


Dr. Stewart's DiacNoses 
Portal cirrhosis of liver. 
Hepatoma. 

ANATOMICAL DIAGNOSES 


Acute alcoholic cirrhosis of the liver. 
Septicemia, Streptococcus hemolyticus. 
Ascites. 

Icterus. 

Arteriosclerosis. 


ParHoLocicaL Discussion 


Dr. Matiory: The autopsy showed an enlarged, 


absolutely smooth liver. The spleen was small, 
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weighing only 100 gm., so I do not think there 
could have been a significant degree of portal ob- 
struction. We have to fall back on the possibility 
of a very low serum albumin as an explanation of 
the ascites and edema. The liver, although 
smooth, was firm and very tough when one at- 
tempted to section it. On microscopic examina- 
tion it is slightly but diffusely cirrhotic, with a 
very marked degree of fatty vacuolization and 
also in one cell out of every ten the characteristic 
hyaline degeneration that one sees in acute al- 
coholic injury to the liver. Subsequent to the 
autopsy we received some confirmatory evidence 
of that. A medical student who had known the 
patient gave us the information that she was a 
notorious alcoholic. In this city, I think it is 
fair to say that acute alcoholism is the commonest 
cause of fulminating acute liver insufficiency. We 
see very few cases here but they see a consider- 
able number at the Boston City Hospital at all 
times. 

Dr. Jones: Mostly gin? 

Dr. Mattory: Mostly alcohol purchased in 


drugstores and diluted to variable extents, if at 
all. This is, I believe, the only state in the coun- 
try in which it is possible to buy straight alcohol 
without prescription at the drugstores. 

Dr. Means: As I recall, you did not think there 
was much cirrhosis at the time you did the autopsy. 


Dr. Mariory: At the time I showed you the 
organ I had not yet attempted to cut it. It was 
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definitely cirrhotic but not granular. It was char- 
acteristic of the early stage of alcoholic cirrhosis. 


Dr. Stewart: Was there very much fluid in the 
pleural cavity? 


Dr. Matitory: None. 


Dr. Jones: It seems to me one point might be 
mentioned which involves a fair number of cases 
that we see here. A good many of our cases 
of hepatic insufficiency in acute as well as chronic 
alcoholism do have really big livers. In other 
words we are recognizing them earlier than 
we used to, and we see the intermediate stage be- 
fore they develop small livers. These are the pa- 
tients that do best if you catch them in time and 
eliminate the alcohol. 

Dr. Hoitmes: Did she have any tortuosity of 
the aorta? 

Dr. Matrory: Her heart weighed 350 gm., 
which was evidence of very slight hypertrophy, 
and the aorta showed only very slight atheromatous 
changes. 

Dr. Means: She had a terminal streptococcal 
septicemia ? 

Dr. Mattory: Yes; although she had enough 
severe and acute liver damage to have died pri- 
marily of the liver insufficiency. 

Dr. Means: As I recall, she was running only 
slight fever for several days, and we were not 
aware of the urgency of the situation until she 
developed a high fever and died. 
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SHOULD PHYSICIANS BE CITIZENS? 


Tuis question has been asked frequently of late 
when, sometimes in dramatic fashion, the desire 
and need of refugees to pursue their lifelong voca- 
tion in this the country of their refuge have be- 
come known. It is not a new problem, as the 
statutes of several states show. In those common- 
wealths no alien can be registered for the practice 
of medicine. But there is a larger problem, in- 
volving not aliens in the political sense, but native- 
born persons who shirk the responsibility of citizen- 
ship. They are called citizens, but too many physi- 
cians absorbed in the practice of medicine — and 
it is indeed an absorbing vocation — have turned 
a deaf ear to the calls on their time and strength 
which the highest welfare of the state demands. 
They scorn “politics” as unworthy, if not of an 
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honest man, at least of a member of the medical 
profession. But at one time when the state was 
circumscribed within the confines of the city, 
politics had to do with the welfare of the state. 
To the Greek, who gave us the word “politics,” 
the man who failed in his duty to the state was 
no citizen. 

The lawyer must be a citizen for he is an officer 
of the court of law which is a part of the gov- 
ernment, and the moral responsibility of the physi- 
cian is no less than that of the lawyer. By the 
very nature of his work he enters, more deeply 
perhaps than the member of any other profession, 
into the life of his community, and consciously 
or unconsciously molds it, for good or for ill, far 
beyond his influence in ministering to purely physi- 
cal needs. Should not everyone who holds such 
power be politically sympathetic with those funda- 
mental ideas for which representative government 
stands? 

Even if one is at first convinced by this line 
of argument several questions arise, and the first 
one that is asked about such legislation as is pro- 
posed in House Bill 1407, now before the Com- 
mittee on Public Health of the Legislature, is, 
What harm results under the present law? Obvi- 
ous harm there may not be, but in these days of 
rampant and often unwise, if not insane, na- 
tionalism, it is well to remember that there is such 
a thing as wise nationalism, without which no 
wise internationalism or world peace is possible. 
The practical question is whether the require- 
ment of citizenship for every physician will en- 
hance his sense of proper loyalty to the fundamental 
political ideals of this country. 

It is to be kept in mind also that the. physician 
is not an itinerant and that in general the more 
fully he identifies himself with the community in 
which he lives, the greater is his loyalty and the 
better he serves the community. But there is a 
possible disadvantage. While the physician is not 
itinerant, the teacher may be; and with the de- 
velopment of medical education in connection with 
universities, there has been a tendency to develop 
visiting and exchange professorships, and some- 
times a foreigner is called to a teaching position. 
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Slight though this tendency may be, there have 
been enough distinguished examples in the past 
to make one hesitate to place the least check on 
such a beneficent interchange of teachers. If citi- 
zenship is required for the ordinary practitioner, 
due provision in the law should be made for the 
teacher. 

Whatever may be the motive behind this par- 
ticular bill, there is distinct merit in the idea 
that the physician should be identified politically, 
as well as professionally and socially, with the com- 
munity which he serves, and that whatever form 
the expression of his loyalty may take it should 
have the broadest basis possible. Will a law ac- 
complish anything in this direction? The some- 
times startling ineffectiveness of the statutes in 
assisting us to control our emotional reactions 
should also be noted in this connection. 


THE CARE OF MENTAL DISEASE 
IN MASSACHUSETTS 


Tuere has recently been issued the report of the 
Special Commission on Mental Diseases based on 
a year’s study of the state institutions and the 
organization of the Massachusetts Department of 
Mental Health. The report, on the whole, is ex- 
cellent, and of particular value is the survey made 
by Dr. Samuel W. Hamilton, of New York, on 
mental institutions in Massachusetts. Such an im- 
partial survey has long been needed, and it is 
with gratification that one notes how relatively 
little there was to criticize about the care of the 
mentally ill in this state. Dr. Hamilton called 
attention to the fine medical organization which 
was handling the problem sympathetically and 
intelligently and doing a vast amount of service 
to the Commonwealth. In his opinion the pres- 
ent structure of the department as set up in 1938 
should be given a thorough trial. He pointed out, 
nevertheless, that the most effective organization 
is one headed not by a commissioner with asso- 
ciate commissioners but by a council on mental 
health, the councilors being persons expert in va- 
rious fields related to the work of the depart- 
ment. This was his general recommendation, al- 
though he suggested a good many relatively minor 
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changes which would improve the system as a 
whole. His report should be given the most care- 
ful consideration by the Legislature. 

In addition to Dr. Hamilton’s recommendations, 
two other important problems should be empha- 
sized. One concerns the Boston Psychopathic Hos- 
pital and its future, and the other the recommenda- 
tion for a hospital for the criminally insane. The 
commission had several thoughts concerning the 
Boston Psychopathic Hospital. Its first was com- 
plete abolition of the hospital and the transfer 
of the several associated departments to some other 
hospital center. Patients with acute undiagnosed 
mental disease would, under these circumstances, 
be handled in several of the city hospitals, or there 
might be established a psychiatric service in one 
of the general hospitals in Boston. If this took 
place, the building now used might well serve 
as an office building for several of the state depart- 
ments. As an alternative to this plan it was sug- 
gested that the Boston Psychopathic Hospital in- 
crease its bed capacity, that more provision be 
made for continued hospitalization, particularly for 
thirty-five-day court observation, and that its medi- 
cal personnel be drawn, in large part at least, 
from state-hospital groups. 

The suggestion of abandoning the Boston Psycho- 
pathic Hospital, which has been such a pioneer in 
this country in the work of classifying and distribut- 
ing patients supposed to have mental disease, comes 
as a distinct shock to the medical profession. There 
is little to justify such a radical step. The hospital 
has served its purpose admirably in the past and 
with a few changes could continue to do so. What 
is needed most is increased bed capacity and more 
space for research laboratories. To abolish the 
close connection with the Harvard Medical School 
would be catastrophic, for the hospital has become 
one of the great teaching centers of this country. 
It is unfortunate, however, that it has not served 
as a teaching center for men who later. enter the 
Massachusetts state hospitals. An effort should be 
made to give each new medical officer in a state 
hospital at least six months’ training at the Boston 
Psychopathic Hospital. Plans, moreover, should 
be made for all state medical officers now serving 
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mental hospitals to spend at least a few months’ 
time at the Boston Psychopathic Hospital every 
few years. There they would be inculcated with a 
spirit of research, which should serve a very use- 
ful purpose when they return to their individual 
state units. As a corollary to this, research should 
be more fostered in the state hospitals, and better 
laboratories and libraries provided. The state of 
the psychiatric libraries for professional use in our 
state institutions for mental disease is, in most 
cases, appalling. A few hundred old books and 
one or two journals are all that is available for the 
younger men, who most need the stimulus of 
constant reading. It is believed, therefore, that 
the Boston Psychopathic Hospital should be main- 
tained as a unit in an expanded form. 

The second problem, in regard to the care of 
the criminally insane in Massachusetts, is one that 
really needs little comment. For a number of 
years everyone adequately informed on the sub- 
ject has recommended a special hospital for this 
group of patients, to be constructed on state land, 
presumably at Norfolk. This would replace the 
state hospital department at Bridgewater State 
Farm, where the care of the criminally insane is 
almost necessarily custodial and not medical. 


MASSACHUSETTS MEDICAL SOCIETY 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Raymonp §S. Titus, M.D., Secretary 
330 Dartmouth Street 
Boston 


PostpartuM HeEMorRHAGE 


Miss N., a twenty-one-year-old gravida I, en- 
tered the hospital on June 2, 1938, to await con- 
finement. At this time she was approximately 
thirty-eight weeks pregnant. 

The family history was irrelevant. The patient 
had had the usual childhood diseases but no serious 
operations. Catamenia began at thirteen, were 
regular with a twenty-eight-day cycle, and lasted 
four days without pain. Her last period was 
September 10, 1937, making her due for delivery 
June 17. 


*A series of selected case histories by members of the section will be 
published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 
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Examination on admission disclosed a small, 
fairly well-developed and nourished young woman. 
Her entire physical examination was _ negative. 
The lungs were clear and resonant; the heart was 
not enlarged, and there were no murmurs. The 
fundus lay two fingerbreadths below the xiphoid 
cartilage; the head was presenting and floating. 
The fetal heart was heard best in the right lower 
quadrant and had a rate of 137. Pelvic measure- 
ments were as follows: interspinous, 21.5 cm.; 
intercristal, 25 cm.; external conjugate, 19 cm. 
Urinalysis was negative; the blood Wassermann 
test and urethral and cervical smears were nega- 
tive. Her prenatal course was normal; the blood 
pressure had never gone above 110 systolic, 70 
diastolic, and she had had no toxic signs or 
symptoms. 

Labor started at 10:45 p. m. on June 23 and in 
fifteen and a quarter hours the patient was fully 
dilated. There was no further progress in the 
next two hours and a half, and because of this, 
forceps delivery was entertained. The head was 
well in the pelvis and was in a partially rotated 
ODP position. A forceps was applied, and the 
baby delivered at 4:55 p. m. on June 24. The 
placenta and membranes were expressed intact, 
but the uterus failed to maintain good contrac- 
tion and a very brisk hemorrhage occurred. An 
ampule of posterior pituitary extract was admin- 
istered. The pulse rose precipitously to 160 per 
minute; its quality was thready and weak, and the 
patient was clammy and perspired freely. A sec- 
ond ampule of pituitary extract was adminis- 
tered, and the fundus judiciously massaged. Two 
ampules of ergot were then given; this was fol- 
lowed by a cessation of hemorrhage. Immediately 
after delivery an intravenous clysis of 700 cc. of 5 
per cent glucose in saline solution had been admin- 
istered. The patient was placed in Trendelenburg 
position, heat was applied by means of blankets, 
and a firm abdominal binder was placed over the 
lower abdomen. Four hours post partum the pa- 
tient’s pulse had dropped to 100 per minute, and 
her condition improved rapidly thereafter. On 
her return to bed she was given 1/6 gr. of mor- 
phine and a clysis of 500 cc. of 5 per cent glucose 
in saline solution. A course of Ergotine was 
given on the second postpartum day. The fundus 
remained well contracted, the flow was normal, 
and the patient was discharged on the fourteenth 
day after delivery. The blood hemoglobin on dis- 
charge was 68 per cent. 


Comment. This case illustrates the commonest 
cause of moderate postpartum hemorrhage due to 
uterine inertia. As is so often the case, oxytocics 
will initiate uterine contraction without the need 
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of intrauterine exploration. There is no mention 
made of blood grouping and matching, which 
should be a routine procedure. Fortunately, this 
patient’s condition improved without transfusion. 
There is no evidence in the history of the case that 
in any way shows that this moderate hemorrhage 
could have been prevented; however, there is no 
record that the fundus was held any length of 
time after the initial bleeding. Presumably, how- 


ever, it was held until the periods of contraction 
were far longer than those of relaxation. The use 
of a firm abdominal binder, as mentioned in this 
case, surely has no value in preventing relaxa- 
tion of the uterus. 


SPECIAL MEETING OF THE COUNCIL 


A special meeting of the Council of the Massa- 
chusetts Medical Society will be held in John 
Ware Hall, Boston Medical Library, 8 Fenway, 
Boston, on Wednesday, April 26, at 10:00 a. m. 


BusiNEss 
Consideration of the report of the Committee on Pub- 
lic Relations on social legislation and insurance. 
This will be an important meeting and full 
attendance is desired. 
ALEXANDER S. Beco, Secretary. 


Councilors are asked to sign one of the two attendance 
books before the meeting. The Cotting Luncheon will 
be served immediately after the meeting. 


LEGISLATIVE NOTE 


The chiropractic bill, now before the Committee 
on Public Health, has been given a number, House 
Bill 2151. 

The people who favor this bill have been par- 
ticularly active this year, and we strongly urge 
each member of the Society to write to his senator, 
his representative and members of the Committee 
on Public Health asking them to oppose it. The 
hearing will be held at 10:30 a. m., April 25, in 
the Gardner Auditorium. Please come and bring 
your friends! 


Cuaries C. Lunn, Chairman. 


Committee on State and 
National Legislation. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts Medi- 
cal Society in co-operation with the Massachusetts De- 
partment of Public Health, the United States Public 
Health Service and the Federal Children’s Bureau, have 
been arranged for the week beginning April 17: 


MASSACHUSETTS MEDICAL SOCIETY 


BARNSTABLE 


Sunday, April 23, at 4:00 p. m., at the Cape Cod Hos- 
pital, Hyannis. Subject — Bright’s Disease and 
Hypertension: Evaluation of new therapy; diag- 
nosis. Instructor: Robert S. Palmer. Donald E. 
Higgins, Chairman. 


BERKSHIRE 
Thursday, April 20, at 4:30 p. m., at the House of 
Mercy Hospital, Pittsfield. Subject — The Indi- 
cations and Contraindications for Removal of 
Tonsils and Adenoids. Instructor: James M. Baty. 

Melvin H. Walker, Jr., Chairman. 


FRANKLIN 
The course will be omitted on April 19 because of the 
holiday. 


HAMPDEN 

Thursday, April 20, at 4:00 p. m., at the Academy of 

Medicine, Professional Building, 20 Maple Street, 

Springfield, and at 8:00 p. m., in the Outpatient 

Department of the Skinner Clinic, Holyoke Hos- 

pital, Holyoke. Subject— The Control and 

Treatment of Respiratory Infections. (This is to 

include the serological treatment of pneumonia in 

infants and children.) Instructor: Charles F. 
McKhann. George L. Schadt, Chairman. 


MIDDLESEX SOUTH 
Tuesday, April 18, at 4:30 p. m., at the Cambridge 
Hospital, 330 Mt. Auburn Street, Cambridge. Sub- 
ject— Gonorrhea: Modern treatment of gonor- 
rhea. Instructor: Fletcher H. Colby. Alexander 

A. Levi, Chairman. 


SUFFOLK 
Thursday, April 20, at 4:30 p. m., in John Ware Hall, 
Boston Medical Library, 8 Fenway, Boston. Sub- 
ject— Whooping Cough: Diagnosis and _treat- 
ment. Instructor: Warren R. Sisson. Reginald 

Fitz, Chairman. 


DEATHS 


LITCHFIELD — =H. M.D., of 
Marblehead, died April 2. He was in his eighty-fifth year. 

Dr. Litchfield received his degree from Harvard Medi- 
cal School in 1882. He was a member of the Massachu- 
setts Medical Society and the American Medical Asso- 
ciation. 


WALKER — Lewis M. Wacker, M.D., formerly of 
Cambridge, died in St. Augustine, Florida, April 4. He 
was in his seventy-third year. 

Dr. Walker received his degree from Harvard Medical 
School in 1891. He was a fellow of the Massachusetts 
Medical Society and the American Medical Association 
and held memberships in the American Psychiatric Asso- 
ciation and the New England Society of Psychiatry. 

His widow survives him. 


INFANTILE ECZEMA* 


Eczema is one of the common ailments of infancy. While 
it may be sometimes caused by fungous infection, similar 
to that which causes athlete’s foot, or by ordinary external 
irritation of many sorts, by far the commonest cause is 

*A “Green Lights to Health" broadcast given by Dr. Lewis Webb Hill 
on Wednesday, January 25, and sponsored by the Public Education Com- 


mittee of the Massachusetts Medical Society and the Massachusetts Depart- 
ment of Public Health. 
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what is called allergic sensitization to foods or, more rare- 
ly, to substances in the environment, such as feathers, 
house dust, wool or various other animal hairs. Different 
persons are sensitive to different kinds of foods or sub- 
stances — sometimes to only one or two, sometimes to 
many. I shall confine my discussion to this type of eczema. 

By an allergic person is meant one who has an abnormal 
sensitivity to substances either in the diet or surroundings, 
which do no harm to most persons. These substances 
are called allergens. Allergic sensitization is usually shown 
by eczema, asthma or hay fever, when the individual is 
exposed to the allergens to which he is sensitive. It is not 
well understood why some people react in this abnormal 
way to things which are harmless for most people. One 
can say only that they have a certain type of constitution, 
and that this constitution is often hereditarily transmitted, 
for it is common to find families in which eczema, asthma 
or hay fever is unusually prevalent. 

Infantile eczema usually starts at about the third or 
fourth month, on the cheeks, scalp and forehead. It may 
then spread to other parts of the body, particularly the 
neck, arms and the outer parts of the lower legs. Some- 
times in severe cases the entire skin surface may be af- 
fected. Many infants with eczema recover of themselves 
during the second year; in others the eruption may be- 
come chronic, and may last all through childhood, even 
well into adult life. Many infants who have had eczema 
later develop asthma or hay fever. 

The treatment of infantile eczema is not easy, either for 
the mother or doctor, and all treatment must be carried 
out in the most detailed manner. While understanding 
of this disorder has increased a great deal in the last 
twenty years, it is in reality a most complicated condition, 
and there are many aspects of it about which but little is 
known. 

The first step in the investigation of any case of al- 
lergic eczema is to determine the allergens to which the 
infant is sensitive. This is done by making many small 
scratches on the back, and applying to each scratch, ex- 
tracts of various foods and environmental allergens to 
which the infant may have been exposed. Sensitivity to 
an allergen is indicated by a raised red blotch, something 
like a large mosquito bite, appearing in about fifteen min- 
utes on the particular scratch to which the allergen in 
question has been applied. These tests have helped a 
great deal in the study of the allergic diseases, but they 
are by no means entirely reliable, for sometimes a patient 
will fail to give a positive skin test to an allergen to which 
he is really sensitive, or he may give a positive test to one 
to which he is not sensitive and which has nothing to do 
with the cause of his eczema. <A positive skin test indi- 
cates, therefore, only a possible, not a certain, causative 
factor. 

An eczematous infant is tested with all the foods he is 
eating, and with a number of the common environmen- 
tal allergens, such as wool, feathers, house dust and silk. 
Let us consider for a moment the foods which most in- 
fants eat at the age of six months, and their relative im- 
portance in the causation of allergic eczema. Most infants 
at this age are eating cow’s milk, wheat cereal, various 
vegetables, sometimes egg yolk, cod-liver oil and orange 
juice. Positive skin tests are most frequently obtained to 
egg, milk and wheat. The frequency of positive tests 
to egg at first glance seems strange, for most of these ba- 
bies were not eating it when the eczema began, and 


many of them have never eaten it at any time. Further-° 


more, the sensitization to egg is usually a very violent one, 
and many of the egg-sensitive babies will be made severely 
ill if they eat it, and may immediately break out with 
hives all over the body. There has been much discussion 
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about why there is this sensitivity to egg in young in- 
fants who have never eaten it. The most commonly ac- 
cepted theory is that they were sensitized to it before 
they were born by egg eaten by the mother during her 
pregnancy. So while egg sensitivity is very common in 
these babies, and may be of high degree, it is not often 
the cause of the eczema unless the baby is eating egg, 
which he usually is not. 

The situation is very different for milk, as the baby is 
daily taking large amounts of it. Indeed it has seemed to 
me that sensitization to cow’s milk is the commonest 
single cause of allergic eczema in infancy. Wheat sensi- 
tivity is likewise common, and about doubles in incidence 
after the fifth or sixth month, when most babies begin to 
take cereal. Sensitivity to peas or spinach is not uncom- 
mon. Positive skin tests to orange are not common, but 
the mother often notices that the baby begins to itch, or 
that his skin becomes redder, soon after taking orange 
juice, so that it may be of more importance than is indi- 
cated by the skin tests. Sensitivity to fish oil is not com- 
mon, but may occasionally exist and, when it does, may 
be of high degree. 

There have been many different diets recommended in 
the treatment of infantile eczema, which have had a brief 
period of popularity and have then been discarded. At 
the present time most of those who have made a study 
of the subject believe that the discovery of the food or 
foods to which the infant is sensitized, and removal of 
these from the diet, is the best method of dietetic treat- 
ment now available. Such treatment does not always 
prove successful, however. Furthermore, it must not be 
forgotten that many causes of infantile eczema have noth- 
ing to do with diet, and may come from outside causes. 
Mothers and many doctors have been too ready to be- 
lieve that any and all forms of skin eruption in infants 
are of food origin, but this is not so. 

It must be remembered that the patients we are dealing 
with have a particular type of constitution. The skin 
symptoms may often be helped by removal of sensitizing 
foods from the diet, but the type of constitution is not 
changed; the patient still has his abnormal capacity for 
becoming sensitized to other foods or environmental al- 
lergens, substances such as dust and feathers, as he be- 
comes older, and may develop asthma or hay fever in 
childhood, even if his eczema in infancy has been cured 
by the removal of the special offending foods. 


In planning a diet for eczematous children it is neces- 
sary to bear in mind that it must be an adequate one, no 
matter what the skin tests show — the whole child is more 
important than his skin. There is usually little difficulty, 
however. There are many cereals and vegetables from 
which to choose if sensitivity exists to one of the group, 
and if there is sensitivity to orange or tomato juice, vita- 
min C in tablets, in the form of cevitamic acid, can easily 
be substituted. Milk offers the greatest difficulty. In cases 
with milk sensitivity there are three methods of feeding 
that may be used: 


(1) Evaporated cow’s milk may be tolerated. In the 
process of evaporating milk it is heated very hot, 
which to a certain extent changes the albuminous por- 
tion of the milk, so that it may sometimes be taken by 
milk-sensitive infants when fresh milk cannot. It is 
the best form of milk to use in infantile eczema if 
cow's milk is to be used at all, but is in my experi- 
ence not so efficient in eczema as it sometimes is in 
other forms of milk sensitivity, and I have not seen 
many milk-sensitive eczematous infants cured by the 
use of evaporated cow’s milk. 


‘ 
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(2) Goat's milk is somewhat better, and occasion- 
ally brilliant results are secured by its use. The trouble 
is, however, that many eczematous babies are sensi- 
tized to goat’s milk as well as to cow’s milk, and in 
these it does no good. 

(3) Better results are likely to be obtained by the 
use of a milk-free food, of which there are several on 
the market. Most of these are made with soy-bean 
flour as a base, and many babies will grow and gain 
weight on these foods as well as they do on milk. 
These foods have the disadvantage, however, that they 
sometimes cause loose, very bulky bowel movements 
and irritated buttocks, and they should not be used 
for undernourished babies, for in such babies if severe 
diarrhea results it may be more serious than the origi- 
nal eczema. With these exceptions, such foods may 
be said to have proved very useful in dealing with 
milk-sensitive babies. 


If the baby is sensitized to environmental allergens, it 
is necessary to avoid them. Many eczematous babies give 
positive skin tests to feathers and house dust, although it 
is by no means always or indeed often possible to prove 
that such sensitization is the cause of the eczema. It is 
well, however, to allow no eczematous baby to sleep on 
a feather pillow, and to keep his room as bare and as free 
from dust as possible. Wool is another potent source of 
trouble. Although there may sometimes be allergic sen- 
sitization to wool, it has seemed to me that it is more 
often irritating on account of its natural irritating quality 
—rubbing on wool will almost always make the eczema 
worse. 

Determination of the allergens to which an infant is sen- 
sitized and removal of them are important but only a part 
of the treatment. Careful nursing and skilled local treat- 
ment are of equal importance. In young infants a large 
proportion of the inflammation that one sees on the skin 
is caused by scratching and rubbing. It is therefore nec- 
essary to restrain them in order to prevent this. The 
two best methods have been, in my experience, the use of 
heavy cardboard tubular splints over the elbows, so that 
they cannot be bent, and the tying of the wrists and ankles 
to the sides of the crib with soft tape. Itching is very dif- 
ficult to control, and as a matter of fact I doubt if there 
is any local application that really stops it. A small amount 
of carbolic acid added to any lotion or salve that is being 
used will help somewhat, but often a quieting medicine 
at night may be necessary to secure sleep. The only really 
efficient way to control itching is to cure the eczema. 

It has been said that no water should be used on the 
skin of an eczematous baby. This may be so for very acute 
cases, but it hardly holds true for all cases, and there is 
usually no objection to washing with water the buttocks, 
groins or any other parts that are dirty. I am not much 
in favor of oil baths for acute cases. They sometimes do 
more harm than good. 

There have been innumerable salves and lotions used in 
the treatment of infantile eczema, and the particular stage 
in which the eczema happens to be calls for much judg- 
ment in selecting an appropriate local application. Fur- 
thermore, what is good for one baby may be bad for an- 
other. It may be said, however, that tar ointment, pre- 
pared with crude coal tar, is often very efficacious, and that 
simple boracic acid ointment is always safe and some- 
times works surprisingly well, particularly if the parts on 
which it is used can be bandaged and thus kept free from 
outside irritation. If the eczema is of the weeping oozy 
type, ointments and thick lotions should not be used. This 
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stage is best treated by applications of a solution of boracic 
acid, or by a weak solution of several other substances 
which your doctor can provide. In not a few cases too 
strong or unsuitable local remedies make an existing 
eruption worse, and it is well to be guided by your doctor 
rather than by well-meaning friends or the patent medi- 
cine counter, 

Finally, most cases of infantile eczema are not cured 
quickly. To get the better of this disorder involves much 
time and patience and most careful nursing. 


MISCELLANY 


CHRONIC NONTUBERCULOUS INFECTIONS 
OF THE LUNG 


Bitter experience has taught many a practitioner to keep 
tuberculosis always in mind, Cough, expectoration, fa- 
tigue and other indefinite symptoms rouse in him the sus- 
picion that tuberculosis may be the cause. Such an at- 
titude is good, but it should be balanced by the realization 
that there are many conditions strongly suggestive of tu- 
berculosis which are nontuberculous. At the thirty-fourth 
annual meeting of the National Tuberculosis Association 
there was presented a symposium on “Chronic Nontuber- 
culous Infections of the Lung.” Abstracts from one of the 
papers, based on experiences by Dr. Robert G. Block and 
Dr. Byron F. Francis (Am. Rev. Tuberc. 38: 651-662, 
1938) in the Department of Medicine, University of Chi- 
cago, are here presented: 


Bronchiectasis and abscess are the most important non- 
specific pulmonary infections, especially from the stand- 
point of public health. A study of the clinical material 
accumulated over a period of ten years results in a num- 
ber of etiologic and clinical observations. Roentgeno- 
logical examination is a minor aid in recognizing non- 
tuberculous infections of the lung (though necessary in 
diagnosing their exact distribution and extent) because the 
anamnesis together with physical examination leads so 
securely to a diagnosis, 


BRONCHIECTASIS 


Of 200 patients’ records with the diagnosis “bronchiec- 
tasis” admitted to the institution in a ten-year period, 140 
were rejected for various reasons: that is, bronchiectasis 
was diagnosed as a minor condition of little significance; 
it was merely registered as an impression; the bronchiec- 


tasis was a development secondary to tuberculosis. The 
remaining 60 patients include only those in whom moder- 
ate or pronounced symptoms of bronchiectasis were the 
sole reason for the patients’ having sought medical aid, in 
whom the presence of the condition was known and in 
whom a reasonable effort had been made to find extra- 
pulmonary etiology. Almost all had an advanced degree 
of bronchial dilatation. 

The ages of these 60 cases ranged from ten to sixty- 
seven, the average age being about twenty-nine years. The 
estimated average age at the beginning of symptoms was 
about fourteen years and the average duration of chronic 
symptoms about fifteen years. 


Primary, or predisposing conditions and the secondary 
or immediate cause, are recognized. The primary condi- 
tion consists largely of the array of infectious diseases of 
the upper respiratory tract. Among the secondary causes, 
involvement of the nasal sinuses, chiefly the maxillary 
ones, plays the dominant role in the origin of bronchiec- 
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tasis. In this series 45 per cent had definite, and 33 per 
cent indefinite, sinusitis. The discovery of a sinus condi- 
tion is not only of etiologic interest but of great therapeu- 
tic importance. Sinus involvement cannot be ruled out 
without a roentgenological examination. Treatment of 
sinusitis cannot be expected to influence existing bronchial 
dilatations except, perhaps, in the small child, but it is a 
prerequisite for the attempt to arrest the process. 

The symptoms found in the group did not conform to 
current beliefs. The general condition was poor in 25 
per cent and just fair in the rest. Copious expectoration, 
however, occurred only in about two thirds, and odorous 
sputum, supposedly an outstanding characteristic of the 
condition, in less than half. Hemoptysis occurred fre- 
quently enough to be eliminated as a criterion in the dit- 
ferentiation of bronchiectasis from other pulmonary dis- 
eases, especially tuberculosis. 

One or both lower lobes were involved in 54 cases 
(90 per cent). Of single lobes, the left lower one was 
most frequently affected (33 per cent). There is no good 
explanation to offer for the frequent involvement of the 
left lower lobe. 

The therapy of bronchiectasis, until very recently, has 
been a disappointing chapter. Conservative procedures, 
such as general management, postural drainage, bronchial 
lavage and bronchoscopic treatment, are palliative and 
any improvement is merely symptomatic. By meticulous 
care the progressive bronchial dilatation will, at best, be 
delayed, and the patient remains an easy victim for com- 
plicating or intercurrent disease. Collapse therapy has, 
on the whole, proved itself a failure. During the past 
few years very encouraging results have been reported 
from removal of bronchiectatic lobes. Lobectomy, how- 
ever, requires a unilateral, or practically unilateral, in- 
volvement. In suitable cases the patient should be urged 
to submit to operative treatment. 


The most important of all therapies, prevention, has 
been sadly neglected up to now. There is a good deal of 
parental negligence toward chronic, upper respiratory 1n- 
fections and moderate chronic bronchitis in children. The 
threat of a severe and permanent bronchial damage is 
practically unknown. People to whom tuberculosis is a 
household word have not heard of bronchiectasis, although 
physicians recognize it as, next to neoplasm, the most 
hopeless pulmonary disease, so far as restitution of the 
diseased part of the lung is concerned. Great concern is 
felt when a child aspirates a foreign body, considerable 
attention is paid nowadays to impairments of the respira- 
tory function from allergic causes, but the danger of the 
slow and continuous drainage of infected material into the 
bronchial passages and of the resulting bronchitis is 
underestimated. And yet, it is the chief causative factor of 
bronchiectasis, especially of the extensive and life-threaten- 
ing variety. We should venture to say that in propor- 
tion to the growing recognition of the role which chronic 
sinusitis has in this disease, its occurrence should decrease. 
At present it needs to be looked upon as a public-health 
problem requiring the efforts of agencies concerning 
themselves with public health. By propaganda, examina- 
tion of the sinuses, including a roentgenogram, should be 
suggested to the parents and guardians of all children in 
whom no other cause of a chronic cough can be found. 
The competent treatment of sinus conditions should be 


suggested. 
The drier regions of the country offer hope to those who 
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have, or are threatened with, chronic nonspecific infec. 
tions of the respiratory tract. 
LUNG ABSCESS 


While bronchiectasis is characterized by chronicity of 
events, lung abscess nearly always begins as an acute in- 
volvement. Its chronicity occurs from the lung’s inability 
to rid itself promptly of infected material, while the 
bronchiectatic lesion is largely produced by the very 
process of chronic elimination. It can be estimated that an 
abscess becomes chronic in somewhat more than one or 
two months of duration of illness. The average duration 
unul death or recovery in this series of cases was slightly 
over four months. Etiologic factors were equally divided 
between aspiration from extrapulmonary infections and 
other causes. Symptoms depend on the virulence of the 
invading micro-organisms and the local tissue response but 
chiefly on the degree of bronchial connection with the 
abscess and the resulting possibility of spontaneous drain- 
age. Physical findings comprise the whole array of pul- 
monary signs. 

The primary aim in treatment is to assure adequate 
drainage of the abscess. If this cannot be done promptly, 
surgical drainage should not be delayed. On the other 
hand, most abscesses which refuse to heal spontaneously 
become localized quickly and can be operated with great- 
er safety than in the acute stage. Postural drainage by 
using a bed which can be tilted in all directions has 
been used successfully by the authors. The mortality 
was 50 per cent. 

Preventive measures should include education of the 
public and the medical and dental professions to promote 
dental care, warning against unwarranted and unskillful 
tonsillectomies and tooth extractions, and preventing up- 
per respiratory infections. — Reprinted from Tuberculosis 
Abstracts, March, 1939, 


NOTES 


The Educational Committee of the Boston Psychoan- 
alytic Institute has recently announced the choice of Dr. 
Charles Brenner, Dr. George E. Gardner, and Dr. John 
Romano as recipients of the Sigmund Freud Fellowships 
for Psychoanalytic Training. 

At the regular meeting of the Massachusetts Psychiatric 
Society, held on March 24, it was voted to make Dr. Win- 
fred Overholser, superintendent of Saint Elizabeth’s Hos- 
pital in Washington, District of Columbia, and former 
commissioner of the Massachusetts Department of Mental 
Diseases, an honorary member of the society in recogni- 
tion of his many years of work for the advancement of 
psychiatry in this commonwealth. 


The acceptance by Mr. Henry Parkman, Jr., corporation 
counsel to the City of Boston, of the general chairmanship 
of the Tufts College Medical School Development Pro- 
gram was recently announced by Dr. Leonard Carmichael, 
president of Tufts. “Mr. Parkman’s acceptance to this top 
post,” Dr. Carmichael said, “brings into a long-range 
program for better distribution of medical care and fa- 
cilities to people throughout New England the leadership 
of a layman distinguished for his vision and civic-minded- 
ness in public office and in community endeavors.” As 
general chairman, Mr. Parkman will give direction and 
counsel to the steps necessary for the development of the 
New England Medical Center and its program, 
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CORRESPONDENCE 
CONTROL OF SYPHILIS 


To the Editor: \ have been interested in the prevention 
of contagious and infectious diseases, especially gonorrhea 
and syphilis, for over twenty-five years. I have made a 
careful study with the purpose of preventing these diseases. 
This has been done quite successfully in other countries 
and can be done in this country. 

| have had bills introduced into the legislature dealing 
with the prevention of syphilis and gonorrhea, and since 
Dr. Parran has brought these diseases out into the open, 
and other states in the union have passed legislation which 
aims to protect young men and girls at marriage, I have 
studied the statutes of those states and introduced a bill 
last year picking out the important parts of the statutes of 
other states and improving them, in my opinion, to make 
them more workable. In my last year’s bill, I had a sec- 
tion covering a minimum fee for such examinations, with 
the main purpose in mind to prevent politicians from ac- 
cusing us of having a racket. There was some objection 
to it, and I took this section out of my bill this year. 

In all those states having premarital legislation, when 
syphilis is found in one or both parties, the law does not 
permit the issuance of a license, and this has been a very 
serious objection from the clergy. My bill eliminates this 
and does not prevent marriage, providing whichever one 
of the couple happens to have syphilis is willing to come 
before a commission of three specialists in venereal dis- 
eases, agrees to take an immediate first treatment and takes 
oath before the other partner that he or she will continue 
to take the treatment regularly on the appointed time, to 
be given by some competent, experienced physician in 
syphilis or at some clinic, as ordered and until discharged 
by the physician or by the clinic. 

I believe that this bill, House Bill 1828, covers the situa- 
tion as well as can be done at this time without antagoniz- 
ing the clergy, who are of the opinion that marriages are 
made in Heaven and should not be interfered with. 

The bill is as follows: 


House 1828 
REQUIRING CERTIFICATES OF NEGATIVE BLOOD EXAMINATION OF BOTH 


PARTIES WITH FILING OF MARRIAGE INTENTION, 


Be it enacted by the Senate and House of Representatives in General Court 
assembled, and by the authority of the same, as follows: 

Chapter two hundred and seven of the General Laws is hereby amended 
by inserting after section thirty-seven, as appearing in the Tercentenary 
Edition, the following new sections:— 

Section 37A. The clerk or registrar shall not issue a marriage license 
unless both parties shall have presented a certificate signed by a regular 
practitioner of medicine, practicing in the commonwealth, showing that 
. blood examination of both parties has been made within ten days, sepa- 
rately and individually, in which a serological complement fixation or 
flocculation test was made at a regularly approved laboratory registered 
under the laws of the commonwealth and that both tests have been negative 
for syphilis, or unless any such party who fails to present said certificate 
presents a certificate of a practicing physician that such party has been 
Wassermann fast during a period of three years and received not less than 
forty arsphenamine injections and not less than fifty heavy metal injections. 

Section 37B. A test for gonorrhoea shall be requested of both applicants 
for marriage license, but this examination shall be voluntary only on the 
part of the female and may be waived by her if she refuses such an exami- 
nation. 

Section 37C. Said certificate shall be considered confidential and im- 
pounded in a separate file designated for such purpose. 

Section 37D. When so ordered in writing by the judge of probate court 
of the district in which the marriage is to take place, who in his opinion 
believes that public policy or the physical condition of either one of the 
parties requires that the intended marriage be celebrated without delay, 
the requirements of sections thirty-seven A and thirty-seven B= shall be 
waived on the above order of the judge of the probate court. Such order 
must be placed on file and recorded, and the registrar shall issue the 
marriage license forthwith, but at the earliest opportunity or within ten 
days following such marriage, blood examination certificates of each party 
to the marriage, made by a regular practitioner of medicine in the com- 
monwealth must be filed to complete the marriage law requirements. 

Section 37E. Any party to a marriage who wilfully or deliberately tries 
to evade the requirements of sections thirty-seven A to thirty-seven D 
by having some one else take the blood examinations for him or her and 
presents the results as his or her own shall be punished by a fine of one 
hundred dollars or by imprisonment not to exceed ninety days. 
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Section 37F. Any physician who shall wilfully or deliberately make 
any false statement in any certificate provided for in section thirty-seven A 
and thirty-seven B shall be punished by a fine of one hundred dollars. 

SrcTION 37G. Any registrar or town clerk who fails to carry out the 
duties imposed upon him under sections thirty-seven A, thirty-seven C and 
thirty-seven D shall be punished by a fine of one hundred dollars for each 
case. 

Secrion 37H. That a commission of three physicians, specialists in syph- 
ilis and venereal diseases be appointed to carry out the duties and regula- 
tions of this pre-marriage law. The decision of this commission on a 
disputed case shall be final. 

(1) This commission shall be appointed by the governor of the com- 
monwealth for terms of one, two and three years respectively at a salary 
of five hundred dollars and transportation fares per annum. One member 
to be designated as the chairman and another as secretary. This commis- 
sion shall meet once weekly and as often as is necessary to act on individual 
cases. 

(2) Vacancies te be filled as they occur each year by the governor 
of the commonwealth. 

The main purpose for the enactment of this law is to discover syphilis 
at the earliest possible moment, to institute immediate treatment and not 
to prevent marriages. 


At a hearing at the State House on March 28, in talk- 
ing to Dr. Lund, chairman of the Committee on State and 
National Legislation of the Massachusetts Medical So- 
ciety, he stated that he was of the opinion that we needed 
some legislation on syphilis; but he felt that in order to 
have any passed, we should have to have some milder 
form of a bill. His committee felt that Representative 
Cutler’s bill with some modification would be the proper 
bill to have introduced to start the ball-a-rolling. Al- 
though I could not get myself to agree with him at first, 
I finally decided not to push my bill too hard, especially 
so as I learned at the hearing on March 28 that there were 
many organizations in favor of Representative Cutler’s 
bill, with the changes made in it. 

My other bill, House Bill 1827, deals mainly with preg- 
nancy. This requires a prenatal blood examination for 
all pregnant women. It should be done as a part of a 
routine examination on the first visit to an obstetrician or 
the serological test should be made before the end of the 
third month. Many of our leading obstetricians and gen- 
eral practitioners have a blood test made as a routine ex- 
amination in all their cases. This should be universal. 
Legislation is necessary to make it so. 

It is quite generally agreed by our leading specialists 
that when syphilis is discovered early in pregnancy — 
the sooner the better, but before the end of the fourth 
month —the mother can still give birth to a normal 
baby in over 90 per cent of the cases, and at the same 
time, the mother is on her way to prevent organic changes 
in some organs and to rid herself of this dread disease. 

This bill with minor changes was favored by Dr. Jak- 
mauh, Representative Cutler and Dr. Lund. I agreed to 
the changes. There was no opposition to the enactment 
of such legislation. 


The bill is as follows: 


House Bits. 1827 


A SEROLOGICAL BLOOD TEST FOR SYPHILIS OF PREGNANT 
THE END OF THIRD MONTH OF GESTATION, 


\N ACT REQUIRING 
WOMEN PREFERABLY BEFORE 


Be it enacted by the Senate and House of Representatives in General Court 
assembled, and by the authority of the same, as follows: 


Section 1, Chapter one hundred and fifteen of the public health laws 
is hereby amended by adding to section one a provision that a serologic 
blood test for syphilis shall be made of every pregnant woman. 

Section 2. Every physician attending pregnant women in the state 
during gestation shall in the case of every woman so attended take or cause 
to be taken a sample of blood of such woman at the time of first examina- 
tion, and submit such sample to an approved laboratory for a standard 
serological blood test for syphilis. The term ‘‘approved laboratory’’ means 
a laboratory approved for this purpose by the state department of health, 
or in any city by the department of health of the city laboratory — that 1s, 
Boston health department laboratory. <A_ standard serological blood test 
for syphilis is one recognized as such by the state department of health, 
or in any city by its health department laboratory. 

Section 3. In reporting every birth and stillbirth, physicians and others 
permitted to attend pregnancy cases and required to report births and still- 
births shall, on and after March first, nineteen hundred and thirty-nine, 
state on the birth certificate or stillbirth certificate, as the case may be, 
whether a blood test for syphilis has been made during such pregnancy 
upon a specimen of blood taken from the woman who bore the child 
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for which a birth or stillbirth certificate is filed. If such test has been 
made during pregnancy, those required to report births and_ stillbirths 
shall state the date on which the test was made. In addition to the infor- 
mation provided to be contained in each certificate of birth, or such 
similar certificate of birth required in the state of Massachusetts, every 
certificate of birth shall state whether such test was made during pregnancy 
or at delivery and in the case where no blood test has been made such fact 
shall be reported together with the reason why such test has not been taken 
in compliance with the provisions of section two of this chapter. In no 
event shall the birth certificate state the result of the test. 

Section 4. The sum of one thousand dollars, or so much thereof as 
may be necessary, is hereby appropriated out of any moneys in the state 
treasury, to the state department of health, to cover additional clerical, 
printing and other expenses in carrying out the provisions of this act. 

Section 5. This act shall take effect immediately. 


Sections 3, 4 and 5 will be eliminated with perhaps 
slight changes in the wording of Section 2. Three states 
now have prenatal legislation, New York among them. It 
is working out successfully. 

My bills have been overlooked by our legislative com- 
mittee and have not been mentioned. 

The State Printing Office was somewhat delayed in 
publishing many of the bills which came after 1000. I 
feel that this was just an oversight as the other bills have 
been published in the Journal. 

There are now fifteen states out of twenty-six which 
have definite prenuptial statutes. There are other states 
which are considering such laws. Massachusetts has al- 
ways been a leader in progressive legislation, and it is 
rather unfortunate that we have lagged behind in such a 
most worthy cause. It has been definitely proved by other 
countries that syphilis can be controlled and prevented. 

Statistics show that about 40 per cent of new cases are 
innocently contracted. If this is so, or even near so, 
something should be done to stop the suffering and 
tragedy that syphilis causes. Since we have specific meth- 
ods of treatment, the medical profession owes it to it- 
self and to the traditions for which it stands to take im- 
mediate action and not lag behind in such a serious situa- 
tion. When we compare our figures of annual incidence 
with those of Norway, Sweden, Denmark, Switzerland 
and England, especially the first three countries, we are 
actually put to shame. 

It is a duty that each one of us owes to ourself and to 
the community to take an active interest in this crusade 
against Public Enemy Number One — Syphilis. 

Delenda est syphilis! 

H. M. Lanpesman, M.D. 


366 Commonwealth Avenue, 
Boston. 
* * 

Dr. Landesman’s letter was referred to Dr. Charles C. 
Lund, chairman of the Committee on State and National 
Legislation of the Massachusetts Medical Society, who com- 
ments as follows: 


To the Editor: Dr. Landesman’s two bills were given 
very careful consideration by the Committee on State and 
National Legislation of the Massachusetts Medical Society. 
It was believed that House Bill 1828 was altogether too 
complicated and that it called only for a blood test and not 
for a medical examination. 

We have agreed to back House Bill 1827 provided the 
phrase beginning on line 9 of Section 2, “or in any city by 
the department of health of the city laboratory, that is, 
Boston Health Department Laboratory,” and the phrase 
in line 13, of Section 2, “or in any city by its health de- 


partment laboratory,” are deleted and provided further 


that Sections 3, 4 and 5 are deleted. 


Cuartes C, Lunp, M.D. 
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NOTICES 
REMOVALS 


BENJAMIN F. Bornstein, M.D., announces the removal 
of his office to The Eliot, 370 Commonwealth Avenue, 
Boston. Telephone: KENmore 1720. 


Joun T. Harissis, M.D., announces the removal of his 
ofice to 307 Harvard Street, Cambridge, Massachusetts. 
Telephone: KIRkland 5138. 


CARNEY HOSPITAL 


The monthly clinical meeting and luncheon of the Car- 
ney Hospital will be held in the Andrew Carney Assem- 
bly Hall on Monday, April 17, at 11:30 a. m. 


PROGRAM 
Case Reports. 
Common Eye Injuries. Dr. E. F. Eagan. Discussion 
by Dr. James J. Regan, Dr. H. Boruchoff and Dr. 
A. J. Cregg. 
Physicians and medical students are cordially invited to 
attend. 
Roy J. Herrernan, M.D., Secretary. 


BOSTON LYING-IN HOSPITAL 


The next Journal Club meeting will be held on Wednes- 
day evening, April 19, at 8:30 p. m., at the Boston Lying-in 
Hospital. 

Dr. William E. Studdiford, professor of obstetrics and 
gynecology at New York University, will speak on “The 
Treatment of Abortion.” Discussion will be conducted 
by Drs. Arthur T. Hertig and John T. Williams. 

Physicians and students are cordially invited to attend. 


Duncan E, Rein, M.D., Secretary. 


BOSTON MEDICAL HISTORY CLUB 


The Boston Medical History Club will meet at the Bos- 
ton Medical Library, 8 Fenway, Boston, on Monday eve- 
ning, April 17, at 8:15 p. m. Dr. Elliott C. Cutler will 
speak on “The Darkest Days of Surgery.” 

Members of the medical profession and other interested 
persons are cordially invited to attend this meeting. 

Paut D. Wuite, M.D., President, 
BENJAMIN Spector, M.D., Secretary. 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 

Rehearsals of the newly organ- 
ized Boston Doctors’ Symphony 
Orchestra, conducted by Nicolas 
Slonimsky, are held every Thurs- 
day evening at 7:30 at Hampton 
Court Hotel, 1223 Beacon Street, 
Brookline. 

Membership is still open. All 
physicians, dentists and medical 
and dental students who are in- 
terested should communicate with 
Dr. Julius Loman, Pelham Hall 
Hotel, Brookline (BEA 2430). 
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MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 p. m. on Thursday, April 20, in the amphithea- 
ter of the Peter Bent Brigham Hospital, Dr. Henry A. 
Christian will give a medical clinic. Practitioners and 
medical students are cordially invited to attend. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held on Tuesday, April 25, at 8:15 p. m., in the amphi- 
theater of the Peter Bent Brigham Hospital (Shattuck 
Street entrance). 

Dr. Francis G. Blake, Sterling Professor of Medicine, 
Yale University, New Haven, Connecticut, will speak on 
“The Clinical Use of Sulfapyridine in Coccal Infections.” 
Discussion by Dr. Lewellys F. Barker, Baltimore; Dr. A. H. 
Gordon, Montreal; Dr. Duncan Graham, Toronto; Dr. 
W. T. Longcope, Baltimore; Dr. O. H. P. Pepper, Phila- 
delphia; Dr. David Riesman, Philadelphia, and Dr. R. T. 
Woodyatt, Chicago. Dr. Henry A. Christian will preside. 

Medical students and physicians are cordially invited 
to attend. 

Rosert M. Zoxuincer, M.D., Secretary. 


CAMBRIDGE HOSPITAL 


The regular clinicopathological meeting of the staff of 
the Cambridge Hospital will be held at the hospital in 
the Margaret Jewett Hall, 330 Mt. Auburn Street, Cam- 
bridge, on Tuesday, April 18, at 8:30 p. m. 

All members of the medical staff are cordially invited 


to attend, 
STEPHEN M. Bippie, M.D., Secretary. 


THE FRANCIS AMORY SEPTENNIAL PRIZE 
OF THE AMERICAN ACADEMY OF ARTS 
AND SCIENCES 


In compliance with the requirements of a gift under 
the will of the late Francis Amory, of Beverly, Massachu- 
setts, the American Academy of Arts and Sciences an- 
nounces the offer of a septennial prize for outstanding 
work with reference to the alleviation or cure of diseases 
affecting the human genital organs, to be known as the 


Francis Amory Septennial Prize. The gift provides a 
fund, the income of which may be awarded for conspicu- 
ously meritorious contributions to the field of knowledge 
“during the said septennial period next preceding any 
award thereof, through experiment, study or otherwise . . . 
in the diseases of the human sexual generative organs in 
general.” The prize may be awarded to any individual 
or individuals for work of “extraordinary or exceptional 
merit” in this field. 

In case there is work of a quality to warrant it, the 
first award will be made in 1940. The total amount of 
the award will exceed ten thousand dollars, and may be 
given in one or more awards. It rests solely within the 
discretion of the Academy whether an award shall be 
made at the end of any given seven-year period, and also 
whether on any occasion the prize shall be awarded to 
more than a single individual. 

While there will be no formal nominations, and no for- 
mal essays or treatises will be required, the committee in- 
vites suggestions, which should be made to the Amory 
Fund Committee, care of the American Academy of Arts 
and Sciences, 28 Newbury Street, Boston. 


NOTICES 


ESSEX SOUTH DISTRICT 
MEDICAL SOCIETY 


The annual meeting of the Essex South District Medi- 
cal Society will be held at the Salem Country Club, Pea- 
body, on Wednesday, May 10. Dr. Peer P. Johnson will 
speak on “A Trip to the Virgin Islands.” 


J. Ropert SHaucunessy, M.D., Secretary. 


NEW ENGLAND ROENTGEN RAY SOCIETY 


The next meeting of the New England Roentgen Ray 
Society will be held on April 21, at 8:15 p. m., in the Sise 
Auditorium of the Lahey Clinic, 605 Commonwealth 
Avenue, Boston. 

PROGRAM 


Pneumospinograms for Demonstrating Herniated 
Disks. Dr. J. L. Poppen. 


The Lumbosacral Joint. Dr. G. E. Haggart. 


Observations on the Heart in Hyperthyroidism. Dr. 
L. M. Hurxthal. 


Unusual Chest Tumors. Dr. H. D. Adams. 
Unusual Lesions of the Stomach. Dr. S. F. Marshall. 
Lesions of the Small Bowel. Dr. E. D. Kiefer. 


The Diagnosis of Lesions of the Colon. Dr. R. B. Cat- 
tell. 


Carcinoma of the Cervix Uteri. Dr. H. F. Hare. 
Carcinoma of the Thyroid. Dr. F. H. Lahey. 


Dinner at the Harvard Club will be served at 6:30 p. m. 


Epwarp C. Voct, M.D., President, 
Ausrey O. Hampton, M.D., Secretary. 


NEW ENGLAND HEART ASSOCIATION 


The next meeting of the New England Heart Associa- 
tion will be held on Friday, April 28. 


PROGRAM 


4:00 p. m. Regular meeting at the House of the Good 
Samaritan. 


6:30 p.m. Annual dinner at the Harvard Club. 


8:15 p. m. Annual meeting and Henry Jackson Lec- 
ture at the Boston Medical Library, 8 Fenway, Bos- 
ton. Dr. Harry Goldblatt, associate director, Insti- 
tute of Pathology, Western Reserve University, 
will speak on “Experimental Observations on the 
Pathogenesis and Treatment of Hypertension.” 


Interested physicians and medical students are invited 
to attend the meetings. 
Epwarp F, Bianp, M.D., Secretary. 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


Because of the holiday the regular meeting of the New 
England Society of Physical Medicine scheduled for 
April 19 will be postponed to Wednesday evening, April 26, 
at the Hotel Kenmore, Boston. 

D. McFer, M.D., Secretary. 
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NEW ENGLAND PATHOLOGICAL SOCIETY 
The next meeting of the New England Pathological 
Society will be held at the Wrentham State School, 
Wrentham, on Thursday, April 20, at 8:00 p. m. 
PROGRAM 
The Bone Development in Mongoloid Deficiency. Dr. 
Clemens E. Benda, Wrentham. 
Epidermoid Cysts. Dr. Thomas G. Cogswell, Worces- 
ter. 
Nervous System Lesions in Hyperinsulinism. Dr. H. M. 
Zimmerman, New Haven, Connecticut. 
Arteriosclerosis. Dr. Milton C. Winternitz, New Ha- 
ven, Connecticut. 
Granvitte A. Bennett, M.D., Secretary. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR oF Boston District FOR THE WEEK BEGINNING 
Monpay, Aprii 17 


Monpay, Aprit 17 
#11:30 a. m. Carney Hospital, monthly clinical meeting and luncheon, 
Andrew Carney Assembly Hall. 
Cutter Lecture, Harvard Medical School. 


*5 p. m. 
Boston Medical History Club. Boston Medical Library. 


*8:15 p. m. 


Tuespay, Aprit 18 
*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Some Newer Aspects 
of the Treatment of Acidosis. Dr. Nelson R. Saphir. 
*10 a. m. - 12:30 p. m. Tumor clinic. 
*12 m. South End Medical Club. Headquarters of the Boston Tuber- 
culosis Association, 554 Columbus Avenue, Boston. 
Clinicopathological conference. 


Boston Dispensary. 


*8:30 p. m. Cambridge Hospital. 
Wepnespay, Aprit 19 
8:36 p. m. Journal Club meeting. Boston Lying-in Hospital. 
Tuurspay, Aprit 20 
8:30-9:30 a. m. Exchange visit, Surgical and Orthopedic Staffs of the 
Peter Bent Brigham and Children’s hospitals, held this week at the 
Peter Bent Brigham Hospital. 


Medical Social 


*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. 
Service Case Presentation. District Service and Social Service 
Staff. 


*3:30 p. m. Medical clinic at the Peter Bent Brigham Hospital. 
Fripay, Aprit 21 
New England Health Education 
of Technology, Cambridge. 
*9-10 a. m. Joseph H. Pratt 
Dr. Allan Butler. 
*10 a. m. - 12:30 p. m. Tumor clinic. 
12 m. Urological conference, Massachusetts General Hospital, lower 
outpatient amphitheater. 
8:15 p. m. New England Roentgen Ray Society. 
auditorium. 


Institute. Massachusetts Institute 


Diagnostic Hospital. Ascorbic Acid. 


Boston Dispensary. 


Lahey Clinic, Sise 


Saturpay, Aprit 22 
New England Health Education 
of Technology, Cambridge. 
*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. 
tation. Dr. S. J. Thannhauser. 
*10 a. m.-12 m._ Staff rounds of the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


Institute. Massachusetts Institute 


Hospital case presen 


*Open to the medical profession. 


Aprit 14 — Department of Mental Health Research Symposium. Page 614, 
issue of April 6. 

Aprit 16 — Health Lecture, Quincy City Hospital. 
February 23. 

Aprit 17 — Boston Medical History Club. 


Hospital, 


Page 636, issue of 


Page 648. 


Aprit. 17 — Carney monthly clinical meeting and luncheon. 


Page 648. 
Apri 17 — Cutter Lecture. Page 613, issue of April 6. 
Aprit 18 — South End Medical Club. Page 613, issue of April 6. 


Arrit 18 — Cambridge Hospital. Clinicopathological conference. Page 
649. 
Aprit 19 — Journal Club meeting. Boston Lying-in Hospital. Page 648. 
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Aprit 20 — New England Pathological Society. Notice above. 
Aprit 20 — Medical clinic at the Peter Bent Brigham Hospital. 
Aprit 21 — New England Roentgen Ray Society. Page 649. 


-New England Health Education Institute. 


Page 649, 


Aprit 21 and 22- Page 614, 


issue of April 6. 


Aerit 25 — Harvard Medical Society. Page 649. 

Apri, 26— New England Society of Physical Medicine (postponement), 
Page 649 

ag 


Page 649. 
Page 614, issue of 


Aprit 28 — New England Heart Association. 


May 3-6— American Association of Mental Defect. 
April 6. 

May 7-15 — International Congress of Military Medicine and Pharmacy. 
Page 501, issue of September 29. 

May 11 — Pentucket Association of Physicians, 8:30 p. m., Hotel Bartlett, 
95 Main Street, Haverhill. 


May 12 and 13—American Heart Association. Page 542, issue of 
March 23. 
May 13-16— American Board of Obstetrics and Gynecology. Page 457, 


issue of March 9. 

May 14-20 — American Physicians’ Art Association. 
March 2. 

May 15-19 — American Medical Association. 

May 22, 23, and 24— American Association for the Study of Goiter. 
Page 405, issue of March 2. 

June 5, 6, 7 and 8— American Association of Industrial Physicians and 
Surgeons. Page 581, issue of March 30. 

June 6, 7, and 8 — Massachusetts Medical Society. 

June 12-17 — Symposium on the Public-Health Significance of the Virus 
and Rickettsial Diseases. Page 125, issue of january 19. 

June 26-29 — National Page 936, 
December 8. 

SerTeMBER — Boston Psychoanalytic Institute. Page 450, issue of Septem- 
ber 22. 


Page 404, issue of 


St. Louis, Missouri. 


Worcester. 


Tuberculosis Association. issue of 


September 11-15 — American Congress on Obstetrics and Gynecology. 
Page 938, issue of December 8. 
SeptemMBeR 15-28 — Pan-Pacific Surgical Association. 


November 24. 


Page 863, issue of 


October 23 - November 3 — New York Academy of Medicine. Page 581, 
issue of March 30 


Fatt, 1939 — Temperature Symposium. Page 218, issue of February 2. 


District Mepicat Societies 


ESSEX SOUTH 


May 10 Page 649. 
SUFFOLK 
Apri, 26 — Anrual meeting in conjunction with Boston Medical Library, 


at 8:15 p. m. Election of officers. Program and speakers to be announced. 


WORCESTER 


May 10 — Worcester Country Club — annual meeting. 


BOOK REVIEW 


The Scientist in Action: A scientific study of his methods. 
William H. George. 354 pp. New York: Emerson 
Books, Inc., 1938. $3.00. 


It may be said that this book will provoke considerable 
reaction, agreeable as well as disagreeable, on the part of 
scientists, social workers, psychologists and philosophers. 
Mr. George formulates succinctly the thesis that “man, 
whether he be infant, idiot or intellectual, from créche 
almost to crematorium is seen as perpetually patterning; 
that speaking, writing or manipulation of apparatus in a 
laboratory are forms of action, but thinking, believing or 
feeling are not.” This book should be read under the 
best of conditions, both physical and mental, in order that 
one may critically challenge the emphasis which the author 
makes on the possibility that in science there resides an 
instrument for achieving a happier social order. In view 
of the recent attitude taken by representatives of the Amer- 
ican Association for the Advancement of Science and the 
comparable association in Great Britain, a challenge to 
this thesis is properly in order. Inasmuch as this review 
is not of the essay type, it may be pointed out that anyone 
interested in the thought and content of science should 
not only read this book but should own it and frequently 
take it off the shelf for reconsideration. 


